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in the office ...in the home 


for effective cold control 
CORICIDIN 


Tablets 


relieve 
colds, aches, 
pains 
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control 
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Nasal Mist 


opens 
stuffy noses 


available in pharmacies only 
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IN BRIEF 


Viomycin sulfate (viocin) is the crystalline salt of an 


antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant. to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 

INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viocin is related chiefly 
to dosage. When recommended dosages are used, toxic 


= 
ter 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal. 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision of the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manifestations 
of streptomycin and vIOcIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


suPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 
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Where’s 
the arthritic 
this 
morning? 


> 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


Initial intenance 
BB to 16 mage 6 to 12 mg. 
Moderately severe ...... Bto 1O mg. ......--000s 4to 8 mg. 
Moderate 2Zto 6 


With Medrol Medules, it may be possible to reduce the total daily dose by %. 


STRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY June, 1961 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing's syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Approximately 135 
tiny “doses” 
Medules 


mean smoother steroid 
therapy 
51, NO. 9, A.J.P.H. 


Each capsule contains: 
Medrol (methylprednisolone) 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOWN COMPANY, KALAMAZOO, MICHIGAN 
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Kimble offers—at no extra cost... 


the world’s most 
complete line of 
pipets. 


Including Volumetric, Ostwald-Folin, 
Measuring, Serological and 
Bacteriological pipets. 


Your laboratory dealer now has stocks of 
at least 20 varieties of Kimble pipets, color- 
coded to provide these advantages for your 
laboratory: 


@ INSTANT SIZE IDENTIFICATION 
@ REDUCED SORTING TIME 

@ LESS CHANCE OF ERROR 

@ SIMPLIFIED CODING SYSTEM 


¢@ LONG-LASTING COLOR BANDS 
j @ CODED, EASY-OPEN CARTONS 
H 
j There’s no extra charge for color-coding. 
ta. And, Kimble dealers* offer new discounts 
4 of 28% when your order for assorted 
ag Kimble ware totals 150 cases. 
i : *In Fair Trade States 
nti- 
‘ute 
tio i handy Kimble 
ible color/size code 
chart. Drop a card 
ed. | to Kimble Glass 
Company, 
Dept. CC-2, 
sed Toledo 1, Ohio. 


KIMBLE LABORATORY GLASSWARE Owens-ILuInoIs 


an(I) PRODUCT GENERAL OFFICES + TOLEDO 1, OHIO 


worn 
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FOR YOUR CHRONIC DISEASE PROGRAM 
an oral antidiabetic providing long-term effectiveness 
and convenient, economical once-a-day dosage 


IN BRIEF 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplieity of low, once-a- 
day dosage. Moreover, DIABINESE often works 
where other agents have failed to give satisfac- 
tory control. 

INDICATIONS: Uncomplicated diabetes mellitus of 
stable, mild or moderately severe nonketotic, ma- 
turity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced in- 
sulin requirements. 


ADMINISTRATION AND DOSAGE: Familiarity with 
criteria for patient selection, continued close 
medical supervision, and observance by the pa- 
tient of good dietary and hygienic habits are 
essential. 


Like insulin, piABINESE dosage must be regu- 


lated to individual patient requirements. Average 
maintenance dosage is 100-500 mg. daily. For 
most patients the recommended starting dose is 
250 mg. given once daily. Geriatric patients 
should be started on 100-125 mg. daily. A prim- 
ing dose is not necessary and should not be used; 
most patients should be maintained on 500 mg. 
or less daily. Maintenance dosage above 750 mg. 
should be avoided. Before initiating therapy, 
consult complete dosage information. 

SIDE EFFECTS: In the main, side effects, e.g., hy po- 
glycemia, gastrointestinal intolerance, and neu- 
rologie reactions, are related to dosage. They are 
not encountered frequently on presently recom- 
mended low dosage. There have been, however, 
occasional cases of jaundice and skin eruptions 
primarily due to drug sensitivity; other side ef- 
fects which may be idiosyneratie are occasional 
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the oral antidiabetic most likely to succeed 


« simplifies home care programs...saves precious time for the public health 
nurse and helps win the cooperation of the patient 

¢ brings down the cost of carrying the public assistance caseload... because of 
the ease and economy of once-a-day oral dosage 

e has proven to be the sulfonylurea most likely to control properly selected 
patients for indefinite periods...thereby helping to promote employer accept- 


ance of the diabetic 


diarrhea (sometimes sanguineous) and hemato- 
logie reactions. Since sensitivity reactions usually 
occur within the first six weeks of therapy, a time 
when the patient is under very close supervision, 
they may be readily detected. Should sensitivity 
reactions be detected, DIABINESE should be 
discontinued. 

PRECAUTIONS AND CONTRAINDICATIONS: If hypo- 
glycemia is encountered, the patient must be ob- 
served and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not sig- 
nificantly metabolized and is excreted slowly. 
DIABINESE as the sole agent is not indicated 
in juvenile diabetes mellitus and unstable or 
severely “brittle” diabetes mellitus of the adult 
type. Contraindicated in patients with hepatic 
dysfunction and in diabetes complicated by keto- 
sis, acidosis, diabetic coma, fever, severe trauma, 
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gangrene, Raynaud’s disease, or severe impair- 
ment of renal or thyroid function. DIABINESE may 
prolong the activity of barbiturates. An effect 
like that of disulfiram has been noted when pa- 
tients on DIABINESE drink alcoholic beverages. 
suppLieD: As 100 mg. and 250 mg. seored chlor- 
propamide tablets. 

CAUTION : Federal law prohibits dispensing with- 
out prescription. 

More detailed professional information available 
on request. 


Science for the world’s well-being® 


PFIZER LABORATORIES 
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Research* shows soft drinks 


pass through the mou 


too quickly to promote caries 


The two important factors in judging the caries-producing potential 
of a food are: (1) its form and (2) the amount of time it is in the mouth. 
Recent dental research* makes it apparent that liquids pass so 
rapidly through the mouth they leave only minimal residue on gums 
and teeth. Therefore liquids provide little chance for caries-related 
action. 

Specifically, soft drinks are found to have virtually no relationship 
to oral conditions involved in the acidogenic theory. They may 
enjoyed for their purely beneficial qualities—encouraging liquid 
intake, vital for maintaining body fluid balance; providing quick 
energy; stimulating appetite by aiding digestion. 


*Shaw, Jas. H., Caries-producing Factors; a Decade of Dental 
Research, J. Am. Dent. A., 55:785 (Dec.) 1957. 

Ludwig, T. G., and Bibby, B. G., Acid Production from 
Different Carbohydrate Foods in Plaque and Saliva; Further 
Observations Upon the Caries-Producing Potentialities of 
Various Foodstuffs, J. Dent. Research, 36:56 (Feb.) 1957. 
Bibby, B. G., Effect of Sugar Content of Foodstuffs on Their 
Caries-Producing Potentialities, J. Am. Dent. A., 51:293 
(Sept.) 1955. 
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FOR PROVEN EFFICACY 
INFEGTIOUS DIARRHEAS 


@ Karseais 


i 
1AT itibacterial a ic activities, coupled witl low order of oral - 
B ¢ inst many gt tive pathogens, HUMATIN has proved valuable 
hiarrh nd other enteric infections, most of which are caused by bacilli 
t Characteristic of the favorable response to HUMATIN is a prompt reduc- 
tools per day, a decrease in fever, and rapid alleviation of other symptoms of 
ful pl f intestin ebiasis,'*-'!- and has shown promise 
in the preoperative suppression of intestinal flora,’ and in the adjunctive management 
I ly absorbed from the gastrointestinal tract and is, therefore, not effective 
Systemic toxicity has not been a problem. See medical brochure for details 


SUPPLIED: M vc Parke-Davy le as the sulfate in Kap 


REFERENCES: Gl 9 
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Lederle immunizing agents reflect the tradition 
of constant research to discover the new and im- 
prove the old. A case in point: Lederle Smallpox 
Vaccine is now produced from vaccinia virus cul- 
tured in chic embryos—a radical change—for the 
better—from the older calf lymph technique. The 
result: an AVIANIZED® vaccine with lessened danger 
of excessive scarring or secondary infection... 
a superior vaccine for routine use...and far 
more quickly obtainable in quantity to meet a 
public health emergency...Other Lederle immu- 
nologic agents— 


=e 


Lederlie—where innovation and improvement in immunizing agents is a tradition 


Antirabies Serum 
Rabies Vaccine 
Botulism Antitoxin 
Catarrhalis Vaccines 
Cholera Vaccine 
Diphtheria-Tetanus Toxoids 

Gas Gangrene Antitoxin Polyvalent 
Influenza Virus Vaccine Polyvalent 
Mumps Vaccine 

Pertussis Vaccine 

Poliomyelitis Immune Globulin 

Rocky Mountain Spotted FeverVaccine 
Staphylococcus Toxoid 

Tetanus Antitoxin 

Tetanus-Gas Gangrene Antitoxin 
Tetanus Toxoids 

TRI-IMMUNOL® Diphtheria-Tetanus Toxoids 

and Pertussis Vaccine 
Typhoid-Paratyphoid Vaccine 

Typhus Vaccine 

POLLIGENS® Pollen Antigens Eastern 

POLLIGENS® Pollen Antigens Western 

Mixed Grasses 

Ragweed Combined 

Allergenic Extract Dust (House) 

Request complete information on indica 

tions, dosage, precautions and contraind 
cations from your Lederle representative 
or write to Medical Advisory Department 

*Trademark 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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remko] EMKO VAGINAL FOAM* is entirely different 


from creams and jellies. 


Larger volume per application assures total blockage of the cervical os and 
uniform coverage of the vaginal tract. 


Foam fills the rugae where sperm can avoid contact with chemical 
agents in heavy creams or jellies. 


Uniform dispersion of the proven spermicides‘'’ (in the surface of each 
bubble) ... means the sperm is exposed immediately and 
constantly to spermicidal action. 


Equally important — Emko eliminates objectionable factors which 
create resistance to regular use of other methods: 


*® NO DIAPHRAGM ® NO LOSS OF SATISFACTION 
* IT VANISHES AFTER USE—NO DOUCHING NEEDED 
*® NO GREASINESS OR “AFTER MESS” © NO IRRITATION 


a principle never before applied to birth control... 


TION OF A NEW CONTRACEPTIVE 
FERTILITY AND STERILITY 
115 1960. 


WO.2.949.979 OTHER PATS 
PEND 


At drug stores. Literature and samples available to doctors, write / The Emko Company « 7912 Manchester Ave. + St. Lowis'17, Mo. 
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to be exact. bare military scientist 


t 
In refrigerated centrifuges IEC’s HR-1 
spins faster (18,500 rpm) while developing 
more gravities (41,320 x G) than ever befor 4 T 
available in the standard price range. This 
gives you the dependable force that r = © 
faster, better separation under tully 
- trolled temperature, hour after hour thre q in 
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the first complete 
physiologic regulator of 
female cyclic function 


The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during ENovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with ENnovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose ENovin is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 

3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, vaginitis) , 
travel, forthcoming marriage, or pressing busi- 
ness or professional engagements. 


From the beginning, woman has been a vassal to 


4. Threatened abortion. Continuous 
ENovip treatment provides balanced hormonal 
support for the endometrium in threatened or 
habitual abortion. 

5. Endocrine infertility, Evoviv has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis. Continuous therapy with 
Enovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 

The basic dosage 

Basic dosage of ENovip is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during Enovip therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


searce | Research in the Service of Medicine 


the temporal demands—and frequently the 


aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 


procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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LEITZ 
LABOLUX 


specialized 
versatility 
for 
ways 
of 
seeing 


THE LABORATORY MICROSCOPE 
THAT FULFILLS RESEARCH 
REQUIREMENTS 


1 BRIGHT FIELD 2 DARK FIELD 
3 PHASE CONTRAST 4 INCIDENT LIGHT 
& FLUORESCENCE 6 PHOTOMICROGRAPHY 


The technical highlights below are your assurance 
that Leitz has given its traditional exacting 
attention to the perfection of each individual 
function of the Labolux, despite its almost 
infinite variety of interchangeable combinations. 
It’s the only truly versatile microscope that can 
be specialized to meet the critical standards 

of experts in each field of application. 


TECHNICAL HIGHLIGHTS 


* Magnification from 45 to 1250X * Achromats, Apochromats or 
the new Plano-Objectives * Inclined 1.25X binocular tube with 
interpupillary adjustment * 360° rotation of interchangeable 
instant-lock Binocular and Monocular tubes * Built-in illumination 
with appropriate transformer provides variable light intensity 

* Interchangeable condensers * Exclusive Leitz anti-backlash, 
single-knob coarse and fine focusing * Convenient low-position 
controls * Built-in graduated mechanical stage with coaxial controls 
* Quadruple interchangeable revolving nosepiece * Spring-loaded 
medium and high-power objective mounts # FS tube 
for binocular observation and photomicrography 

* Easily adapted for use with the new ORTHOMAT 


LENTZ, 466 PARK AVERUE SOUTH, HEW YORE 16, &. 

Distributors of the werld-temous products of 

Ernst Leitz 6. m.b.4., Wetziar, Germany —Ernst Leite Canada 

LEICA AMD LEICIMA CAMERAS - LEMSES - PROJECTORS - MICROSCOPES 
E. LEITZ, INC., 468 Park Avenue South, New York 16, N.Y. 
Gentiemen: 


(CO Please send me complete information on the LABOLUX. 


CD Kindly have Leitz representative phone for appointment to 
demonstrate the LABOLUX at no obligation to me. 


Name 
Address 
City == 
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POTENT 
GERMICIDE 


a broad 
Of other 
bacteria 


against 
Staph’and 
spectrum 


SANITIZING AGENT 
PREPARED LIKE A 
FINE PHARMACEUTICAL 


® 


Phenol coefficient analyses bear out what 
experience has proved over the years. . . 
that Roccat, the original quaternary 
ammonium germicide, is an extremely 
powerful germicidal agent against a 
broad range of bacteria. Such tests show 
Rocca to have several hundred times 
the antiseptic power of phenol against 
Staphylococcus aureus, Eberthella ty- 
phosa, Escherichia coli, Streptococcus 
pyogenes, Streptococcus hemolyticus, 
Streptococcus viridans and other viru- 
lent organisms. 


Roccaz is not only capable of destroying 
these pathogenic microbes but of de- 
stroying them rapidly. Comparative in- 


vestigations for rapidity found that 
Rocca destroyed test organisms of 
Staph. A. in less than | second whereas 
iodine, several mercurials and chlorine 
preparations destroyed only a fraction 
of the organisms within 5 minutes. 


A product of one of the world’s leading 
pharmaceutical manufacturers, RoccaL 
is subject to testing at the manufactur- 
ing level, batch tested at Sterwin’s Con- 
trol Laboratories and tested a third time 
when the product is bottled. Roccat is a 
potent bactericide: highly stable, stain- 
less, non-irritating, virtually tasteless, 
odorless, non-corrosive and non-poison- 
ous in recommended dilutions. 


ROCCAL HAS HIGH HARD WATER TOLERANCE—550 ppm— Official Test Method 


Roccal’s New Field Test is an accurate and practical method 
of determining the strength of Roccal sanitizing solutions. 


Further technological information ! 
on Roccal, including New Field ! 
Test, and samples will be gladly ! 
provided on request. 
/ 
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Subsidiary of Sterling Drug Inc. 
1450 Broadway, New York 18, N.Y. 


ai 


Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 
Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 
for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 


*Mysteclin’®, ‘Sumycin’® and ‘F '® are Squibb trad 
Squibb Quality — 
the Priceless Ingredient 


Mysteclin-F sews 


Squibd Phosphate-Potentiated Tetracycline plus Amphotericin B (ruNctzons ) 
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ONE FOR THE 
AOAD BACK: 


AN IMPORTANT AID i) THE TREATMENT AMD 
REHABILITATION OF THE PROBLEM URINMER 


During and after an acute alcoholic episode, Librlum 
relieves anxiety, agitation and hyperactivity, induces fest- 
ful sleep, stimulates appetite and helps to control with- 
drawal symptoms. The complications of chroni¢ aice- 
holism, including hal: :cinations and delirium tremens, 
can often be alleviated with Librium. . 
During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patiert 
relationship and facilitates better adjustment to-family 
and job. Librium therapy helps to reduce the patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 


Consult literature and dosage information, available on request, belore prescribing, 


Division of Hoffmann.La Roche Ing. 5- pheny!l-3H-1,4 benzodiazepine 4-oxlde hydrochioride 
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investigators find 


atleast 
BO% 
are 
iron-deficient™ 


Iron deficiency among infants is of particular importance in public 
health practice, since this deficiency is more prevalent among children 
of lower income families; the frequency in underprivileged groups may 
become alarming.’ 

“Because of the rapid growth...even a good diet can barely keep up 
with the body’s need for iron.”* And even babies with excellent diets 
show many indices of iron depletion. 


iron 


deficiency ® 12 mg of 
SIMILAC WITH IRON 


An iron intake of approximately 1.5 mg/kg of body weight per day 
assures “an adequate supply for most growing infants and children.”* 
For infants starting on a full diet of solids, Similac With Iron, providing 
12 mg per quart, supplies enough iron to offset the depleting effects of 
growth and to build up stores for the demands of later infancy. 


atno Similac With Iron providing physiologic feeding with built-in iron and 
increase essential vitamins in adequate amounts costs no more than whole cow 
in cost milk, and in many areas actually costs less. 


following the first formula 
when iron reserves are being depleted 


1. Lahey, M. E.: Am. J. Clin. Nutrition 5:516 (Sept.-Oct.) 1957. 2. Sturgeon, P., in Metabo- 
lism and Function of Iron, Report of the 19th Ross Pediatric Research Conference, 
Fomon, S. J., ed., Columbus, Ohio, Ross Laboratories, 1956, p. 92. 3. Schulman, I.: J.A.M.A. 
75:118 (Jan. 14) 1961. 4, Eagle, J. F.: New York J. Med. 60:1821 (June 1) 1960. 5. Amer- 
ican Academy of Pediatrics Committee on Nutrition: Pediatrics 26:715 (Oct.) 1960. 


ARE YOU RECEIVING CURRENTS IN PUBLIC HEALTH? 


This new publication prepared by Ross Laboratories discusses various prob- 
yon lems and current developments in the field of public health. It will be sent 
we, bimonthly at no charge to those working in maternal and child care. Write 
to Editor, Currents in Public Health. 


RES» 


“Cree ROSS LABORATORIES Columbus 16, Ohio | 
VOL. 51, NO. 9, A.J.P.H. 
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averts hazards 
of 
“paralytic factor” 


faster 
development of 
antibodies 


“excellent 
recall 


= safer 
rabies 
immunization 


RABIES VACCINE 
(DUCK EMBRYO) 


Dried Killed Virus 


Rabies vaccine of duck-embryo origin was 
developed by Eli Lilly and Company to elim- 
inate the “paralytic factor” present in vaccine 
made from brain tissue (Semple vaccine). All 
conventional vaccines of brain origin contain 
myelin, believed to be the causative factor in 
rabies treatment paralysis. Duck embryos con- 
tain little or none of the “paralytic factor.” 
Also, local reactions observed during clinical 
studies' were fewer and milder than those 
usually encountered with vaccine made from 
brain tissue. 


Clinically, it has been shown that rabies vac- 
cine of duck-embryo origin produces anti- 
bodies more rapidly than does the Semple 
vaccine.” 


Duck-embryo rabies vaccine gives excellent 
recall in persons previously immunized with 
Semple vaccine.* 


Available in 7-dose packages (one-half com- 
plete treatment) at pharmacies everywhere. 


1. J. Lab. & Clin. Med., 45:679, 1955. 2. J.A.M.A., 173:333, 1960. 
3. New England J. Med., 263:1058, 1960. 
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When the case 
involves an incontinent... 


suggest to the family that these home nursing aids 


are available in drug departments everywhere. 


Chux’® Disposable Underpads 
Controls fluid and fecal discharges while 
keeping bed linen clean and dry. Medi- 
cated to help prevent skin irritation. 
Available (13” x 17%” and 17%” x 24”) 


PROFESSIONAL PRODUCTS DIVISION 


Chix” Adult Gauze Diapers 


Chix® Cleaners 


With extra absorbent center panel Soft, disposable, fabric 
offering complete protection for both tissue. Used wet or dry 
bedridden and ambulatory inconti- as an ointment applicator 
nents. Fits any waist size up to 44”. or rectal wipe. 

CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 


inc. 1961 


Send for free booklet “Home Care of the Incontinent” 
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Protects people by the pool-full . . . just a few ounces of HTH 
chlorination daily. HTH comes in free-flowing granular or handy tablet form... 
releases effective, dependable chlorine to kill bacteria, algae and fungi quickly... 
handles any peakload problem easily, economically and conveniently. HTH is 
ideal for locker rooms, showers, walkways and footbaths, too. Helpful application 
data on request. HTH® js a trademark 


Here’s to Health... Hi T H 


Olin Mathieson, Baltimore 3, Md. 


Gentlemen: Please send me more information | 
on the use of HTH for pool water protection. | 


lin 


CHEMICALS DIVISION | 
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GRIST MILL | 
Clare Leighton 


od brochure comme 

; Reproduced ab cover of our illustrate 1 developm morating the = ' 

20th Nniv. ove the It traces the history and develop of enrichments 

how is Versary of Enrichment benefits it contributes to These and Other 
acc e Dene pase Write 

‘ facts omplished, and th horitative brochure € ite for your re 


Fe interestingly told in this 2U¢ 


EOP to Dept. of N | Education. Hoffmann La Roche Inc.. Nutley 10, yy 
utritiona 
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Tassette fits anatomically at the introitus. Not 
a diaphragm. Tassette catches the menstrual 
flow or insures that the mucosa of the entire 
vagina and cervix is bathed with medication. 


Tassette is made of soft rubber and molds 
itself in conformity with body movemenis for 
complete comfort and safety. 


For internal 
menstrual control 


The principle of internal menstrual control is now 
accepted by the medical profession.' With modern, 
effective Tassette there is no odor, no leakage or 
staining as with tampons, and the chafing, irritation 
and infection encountered with napkins does not 
occur. Tassette yields readily to all body move- 
ments, and is worn by all ages with complete free- 
dom, security and comfort. 


Tassette is made of soft, pliable rubber and fits well 
below the cervix at the introitus, sealing off and 
catching the flow completely. It is easily folded, in- 
serted or removed, and no pins or belts are required. 
Tassette can be inserted prior to menses, thus avoid- 
ing any embarrassment caused by the appearance of 
flow while at work or under other circumstances. 


Use of Tassette obviates the disposal problem usu- 
ally encountered when napkins or tampons are used. 
You need not fear plumbing stoppages—an important 
consideration in industrial installations. 


Tassette can be used in the treatment of cervical and 
vaginal disorders to insure retention of medication, 
and it is useful for collection of secretions for diag- 
nostic purposes.* A modification of Tassette is also 
available for the management of vesicovaginal 
fistula.* 

. Liswood, R., Obst. & Gynec., May 1959 

. Karnakay, K. J., Tri-State Med. J., June, 1960 


. Schaefer, George, Clin. Obst. & Gynec., June, 1959 
. Burris, Swan, Jr., Am. J. Obst. & Gynec., Aug., 1960 


Tassette, Inc. M-14 
170 Atlantic Square, Stamford, Conn. 

Please send me ........ Tassettes at the introductory 
price of $3.50 (regular price $4.95). Enclosed is $...... 


O Cash OO Check © Money Order 
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How Canco research assures safety 


of new materials for food containers! 


ae 


as 


Through exhaustive studies, Canco scientists assure the safety 
of materials used in food containers 


Safety of container-making materials is 
assured through comprehensive tests in the 
Canco research laboratories. Screening tests 
are made to determine the suitability of all 
new materials being considered for metal, 
fibre, or plastic food containers. 

Tests are designed to develop information 
important to the U. S. Food and Drug Ad- 
ministration. Preliminary screening tests 
generally involve short-term feeding studies 
with rats or guinea pigs. Data from these 
tests and details as to intended commercial 
use for the material are then presented to 


the regulatory authorities for evaluation. If 
additional information is considered desir- 
able, this is obtained in a two-year feeding 
study using monkeys and other experimental 
animals. 

In this manner Canco determines the 
acceptability of its container materials from 
a public health standpoint. In two papers 
(1, 2) a typical evaluation program is dis- 
cussed in detail. These publications are 
available upon written request to Dept. E, 
American Can Company, Research Center, 
Barrington, Illinois. 


nerenences: (1) Ives, M. Safety Evaluation of Food Packaging Materials. Journal of the American Dietetic Assoc., (Apr. °57) 


(2) Ives, M., and Dack, G. M. Safety of Inside Enamel Coatings Used in Food Cans. Food Research, (Jan. °57) 


AMERICAN CAN COMPANY 
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The first enrichment of flour, bread and cereal foods in 
1941 marked a truly great forward step in public health : 
nutrition. By the simple addition of thiamine, niacin, 
riboflavin and iron to our “daily bread,” supplies of 
those nutrients in the national food supply became ade- 
quate. Now, after 20 years, deficiency diseases caused 
by shortages of those same nutrients have practically 
disappeared. Such is the “Quiet Miracle,” a joint effort 
of science, medicine and industry—bringing better 
health to all through better nutrition for all. 


FREE— USE COUPON OR SEND R BLANK 


ENRICHED... 
and whole wheat flour 
foods are listed among 
the “Essential Four” food 
groups set up by the U.S. 


Dept. of Agriculture's Insti- : To: Wheat Flour Insiitute Dept. AJPH-7 § 
tute of Home Economics. H 309 West Jackson Bivd., Chicago 6 1 
Diet selected from these 1 Please send me for professional review copies of the National a 
foods provides ample pro- i Research Council pamphlet, “Cereal Enrichment in Perspective, rT 
snails : and “The two minute story of THE QUIET MIRACLE,” for pos- I 
tein, vitamins and minerals. ; sible professional distribution in quantities. (Please print) H 
NAME 
WuEAT Fiour INSTITUTE | 
1 city ZONE STATE 1 
working for a healthier America through nutrition 
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BOOKS 


ON DISPLAY AT THE MACMILLAN BOOTH, 
NUMBER 114, AT THE 1960 AMERICAN 
PUBLIC HEALTH ASSOCIATION CONVEN- 
TION IN SAN FRANCISCO. 


(|. HUMAN ECOLOGY AND HEALTH, An introduction for Administrators 


by EDWARD S. ROGERS, M.D., M.P.H., Professor of Public Health and Medical 
Administration, School of Public Health, University of California (Berkeley). 

An ecologic approach to understanding the trends and patterns of today's health 
needs and health services responsive to them. 


DESCRIPTIVE DATA — Part |. Demographic Background; Part Il. The Health Status 
of the Population of the U.S. ANALYSIS — Part Ill. An Ecologic Approach to the 
Concept of Health and Iliness. SUPPLEMENTARY READINGS — Part IV. Readings 
and Related Tables (from outstanding writers on public health and related fields). 

probable price, $10.00 


MEDICAL ENTOMOLOGY, New Sth edition 


by WILLIAM B. HERMS, Sc.D., Late Professor of Parasitology, Emeritus, University of 
California; revised by MAURICE T. JAMES, Ph.D., Professor of Entomology, 
Washington State University. 

The new, revised, and completely rewritten edition of a book the Journal of the 
American Medical Association called, ‘'...an authoritative guide to the practical 
application of entomology." 


FEATURES NEW MATERIAL ON: Morphological parts * Mosquito abatement ® Resist- 
ance to insecticides * Basic physiology and genetics of resistance * Bionomics of 
medically important arthropods ® Modern control methods * Use of systemic insec- 
ticides * Mosquito-borne encephalitides * etc. New anatomical material enhances 


the value of the text, particularly in application to laboratory work. 
probable price, $13.00 


O MANUAL OF CARE FOR THE DISABLED PATIENT 


by ARTHUR J. HEATHER, M.D., Medical Director of the Eugene du Pont Memorial 
Hospital, Wilmington, Delaware. 
Essential to everyone involved in the care and rehabilitation of disabled persons. 


THE MANUAL COVERS: The hemiplegic patient * Voluntary control of urination * 
The neurogenic bladder (cord bladder) * Urinary complications and bladder train- 
ing * Decubitus ulcers (pressure sores) * Bowel training ® Nutritional problems 
of the severely disabled * The arthritides © Osteoporosis © and prosthetics. 
probable price, $3.75 


Be sure to see these books at Booth 724 during the convention, or write to Dept. PH-9. 


The Macmillan €o 


60 FIFTH AVENUE, NEW YORK 11, N.Y. 
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In the 
treatment of PEDICULOSIS... 


(capitis and pubis) 


At last! A pleasant 

parasiticide that 

kills lice and nits 
without sting, 

g stain or smell” 


CLINICAL TEST PROVES A-200 
PYRINATE® LIQUID EFFECTIVE IN 
JUST ONE SIMPLE APPLICATION! 


e clinically proved effective against head 
and crab lice and their nits...ticks and 
chiggers, too...in minutes 

eno sting or burn, no staining of clothes, 
no tell-tale odor 

e found superior by hundreds of public 
health and school nurses 


eavailable for your patients at drug 
counters 


Send for FREE sample of A-200 Pyrinate Liquid 


Norcliff Laboratories 
Box #471 Dept. 201 


Fairfield, Conn. 
B Name 4 
a 
BEE eee eee 
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One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Why is the 
methyl 
“governor” 
in Orinase 
SO 
important? 


H,C 


oxidation 


Orinase 


HOOC 


Orinase Metabolite 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical indication for 
Orinase is stable diabetes mellitus. Its use brings 
about the lowering blood sugar; glycosuria 
diminishes, and such symptoms as pruritus, poly- 
uria, and polyphagia disappear 

Dosage: There is no fixed regimen for initiati 
Orinase therapy. A simple and effective m 


ai red or maintained at 
the two-tablet level, whichever is necessary 
maintain optimum control. 
Patients receiving insulin (less than 20 wo 


served; (more than 40 units) — red 
20% and initiate Orinase with a further careful 
reduction in insulin dosage as response to Orinase 
is observed. In candidates for combined Orinase- 
insulin therapy, an individualized schedule is usu- 
ally obtainable during a trial course of two or 
more wee 

Contraindications and s'te effects: Orinase is ¢on- 
traindicated in — entr having juvenile or growth- 
onset, unstab © brittle types of diabetes 
mellitus; history of diabetic coma, fever, severe 
trauma or gang:ene. 

Side effects are mild, transient and limited to ap- 
proximately 39 of patients. Hypoglycemia and 
toxic reactions are extremely rare. Hypoglycemia 
is most likely to ovcur during the period of transi- 
tion from insulin to Orinase. Other untoward 


Copyright 1961, The Upjohn Company 


reactions to Orinase are usually not of a 

natu! consist principally of | 
disturbances, headache, and variable allergic skin 
manifestations. The gastrointestinal disturbances 
(nausea, epigastric heartburn) and head- 
ache appear to be rel 


transient reactions, which 

frequently disappear with continued drug admin- 

e skin reactions persist, 
rinase should be discontinu 

Clinical toxicity: Orinase appears to be remarkably 

f m gross clinical toxicity on the basis of 

experience accumulated during more than four 


in humans and experience in over 650,000 dia- 
own Orinase to be remarkably free 
of hepatic toxicity. There has be 


a patient with 


se and which rapidly re- 
versed upon discontinuance of the drug. 


Each tablet contains: 


Supplied: In bottles of 50. 

*Trademark, Bes. U.S. Pat. Of.— 

tolbutamide, June, 1961 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | ‘75th year 


a 
H-CH.(CH,).CH, 
H-CH,(CH,).CH, 
4 is — duced to maintenance levels or the total daily dose 
4 e is is administered in divided portions after meals. 
40 unit ate Orinase with a neurrent 320 ; 
i to 50 reduct in insul dose with a further 
Ei careful reduct 1 rest se to Orinase is ob- | 
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At a time when the most efficient use of existing health personnel is a 


burning issue, school nursing has grown more rapidly than 


generalized public health nursing. A number of aspects 


of this problem are discussed, and recommendations 


are offered for the most advantageous 


use of public health nurses. 


SCHOOL NURSING: A GENERALIZED OR A 


SPECIALIZED SERVICE? 


Jeanne Richie, R.N. 


T= DEVELOPMENT of public health 
nursing has been frequently char- 
acterized by the introduction of new 
programs in the form of specialized 
services given by nurses with special 
skills and knowledge. Convincing 
reasons have been cited for the institu- 
tion of new services on a specialized 
basis. For example, it may be said that 
nurses working in generalized programs 
do not have the special skills required 
to carry out the new service. Or, more 
urgently, nurses giving generalized serv- 
ices already are overloaded with work 
and therefore cannot be asked to take 
on additional responsibilities. Perhaps 
the decisive factor in the development of 
new programs as specialized services, 
however, is that those people who are 
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sufficiently far-sighted to see the need 
for extended services are also often 
sufficiently energetic to see that funds 
are provided for the programs in which 
they are interested. Frequently, these 
sponsors of new services are also in- 
terested enough in demonstrating the 
worth of the new service that they press 
to give it the advantage of full-time, con- 
centrated nursing attention. 

With the passage of time, many of the 
programs initiated as separate services 
have been integrated into generalized 
family health programs. At present, 
generalized, public health nursing pro- 
grams ordinarily are defined as includ- 
ing, as a minimum, disease prevention 
and health promotion activities in the 
areas of communicable disease control 
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and maternal and child health. For the 
purposes of this paper, both voluntary 
agencies giving bedside services and 
official agencies which function in the 
two major areas described above will be 
classified as generalized public health 
nursing agencies. 

Most public health nurses feel that 
nursing services should be generalized, 
with each nurse giving all the public 
health nursing service on a family basis 
to a certain section of the community. 
The advantages of such an arrangement 
are clear and incontrovertible from the 
nursing point of view. Families can be 
treated as units functioning within a 
known setting. Each nurse gives a com- 
plete service in that she works with all 
the members of the family on problems 
related to health. The service she gives 
also has continuity in time. Her knowl- 
edge of the family as a whole and of 
the interrelationships of the various 
members helps her give a better service 
to each family member. Her awareness 
of the characteristics of the community 
in which she works and the effects of the 
community on the families in her district 
help her to give better service to those 
families. In addition, the variety of 
services makes her work more interest- 
ing to the nurse. Another feature of the 
generalized service which has a positive 
effect on the quality of service is that 
each nurse has both the opportunity and 
the information on which to establish 
priorities within her own area and to 
develop a continuing program to meet 
the needs of the families within the area. 

One of the principal shortcomings of 
specialized nursing services is that priori- 
ties and needs are defined in terms of 
the special services and not in terms of 
the health needs of the community as a 
whole. With all these facts in mind, 
public health nurses constantly hope and 
work for the extension of generalized 
services, However, progress toward gen- 
eralized nursing programs is slow. One 
of the main obstacles is administrative. 


If funds for two services come from two 
public agencies, or from a public and a 
voluntary agency, the mechanics of 
financing and administering a joint serv- 
ice can be exceedingly unwieldy and 
complex. 

Beyond the problem of the administra- 
tive mechanics of generalized or com- 
bined agencies, however, there seems to 
be a problem of lack of conviction in the 
superiority of generalized public health 
nursing services. Apparently, public 
health nurses have not been successful in 
persuading administrators of health pro- 
grams that the best interests of any 
segment of the whole community are not 
being adequately met when more than 
one public health nursing agency is 
operating in any given community. It 
further appears that the nursing shortage 
is now such an accepted part of the con- 
temporary health scene that the possi- 
bilities of extending and improving nurs- 
ing services through generalized family 
nursing services have not been as com- 
pletely evaluated as they should be. 

One recent trend in public health 
nursing which is in opposition to the 
movement toward increased generaliza- 
tion of public health nursing services is 
the sharp increase in the number of 
nurses employed by boards of education 
to work with school children. This trend 
is one of the most noteworthy changes 
which has occurred in the field of public 
health during the postwar years, and 
one which merits closer examination 
than it has so far received. 

This increase in school nurses has 
not been accompanied by a similar in- 
crease in the number of generalized pub- 
lic health nurses. During the decade 
1950-1960, the number of nurses en- 
gaged in school health services almost 
doubled, increasing by 89.0 per cent 
(Table 1). During the same period, 
nurses in generalized public health serv- 
ices (including both those employed by 
health departments and visiting nurse 
associations) increased by only 6.0 per 
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cent. During this same decade, the en- 
rollment in public schools increased by 
37.1 per cent, while the total population 
of the nation increased by 19.1 per cent. 
Thus the rate of increase of generalized 
public health nurses was proportionately 
less rapid than the growth of the nation 
as a whole, while the rate of increase of 
school nurses was more than twice as 
rapid as the increase in school enroll- 
ment. 

In 1950, the ratio of school nurses to 
public school population was 1:4,291; 
by 1960, with the increase in school 
nurses, the ratio had become 1:3,113. In 
1950, the ratio of generalized public 
health nurses to population was 1:8,453; 
in 1960, the ratio had become 1:9,496. 
At present, on» the average, generalized 
public health nurses are expected to give 
service to a population group more than 
three times as large as that which school 
nurses are expected to serve. The dis- 
parity in the size of the service load of 
the two types of nurses has been increas- 
ing during the decade under discussion, 
and present indications are that this 
trend will continue. 

The implications of this new pattern 
for public health nursing and for public 
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health as a whole are extensive and not 
always fully appreciated. A careful 
analysis of this situation must be made 
in order to plan for the most effective 
utilization of nursing personnel. There 
are many reasons to believe that the 
shortage of public health nurses will con- 
tinue indefinitely. Public health has 
urgent responsibilities for seeing that 
the limited supply of public health nurses 
is used as effectively as possible in meet- 
ing community health needs. Some of 
the significant aspects of the changing 
pattern in public health nursing which 
should be studied are as follows: 


1. Recruiting and retaining nursing personnel 
for generalized public health programs is 
becoming more difficult. 

2. A schism in public health nursing has ap- 
peared. 

3. Parallel, and, in some respects, duplicate 
activities are being carried on by two differ- 
ent tax-supported agencies, with some over- 
lapping and confusion as to responsibilities. 

4. Increases in program demands on the time 
of generalized public health nurses have 
been made at the same time that there has 
been a relative decrease in personnel. 

5. Intensive services are being provided to one 
segment of the population while other 
population groups are being neglected by 
comparison. At the same time, there is 
basis for questioning whether certain pro- 


Table 1—Ratios of Public Health Nurses in the United States to Populations Served 


1950 and 1960 


Estimated Estimated 
P. S. 
Year Population Enrollment 
1950 150,085,000* 25,111,000f 
1960 178,790,000 34,434,000$ 
Percentage 


increase 19.1 37.1 


Ratio to 
Population Served 
Total Total Generalized 
P. H. School P. H. School 
Nurses Nurses Nurses Nurses 
17,7559 5,8529 8,453 4,291 


18,8269 11,0609 9,496 3,113 


6.0 89.0 


* Estimated population of the United States, excluding armed forces overseas, January 1, 1950. Current Population 


Estimates, Series P-25, No. 215, Bureau of the Census. 


+ Estimated population of the United States, excluding armed forces overseas, January 1, 1960. Current Population 


Estimates, Series P-25, Bureau of the Census. 


} Estimated Public School Enrollment 1949-1950, United States Office of Education. 


§ Estimated Public School Enrollment, October, 1959. 


Current Population Reports, Series P-20, No. 101. 


{ Includes nurses employed in the United States, Puerto Rico, and the Virgin Islands in local agencies. Excludes 
nurses employed by industry. Source: Nurses in Publie Health. U. S. Department of Health, Education, and Welfare, 
Public Health Service. Prepared by the Division of Public Health Nursing from data collected by directors of public 


health nursing in state health departments. 
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gram areas which have long been con- 
sidered the special province of the gen- 
eralized public health nurse are being ade- 
quately covered. 


The most conspicuous result of the 
changed pattern of staffing in public 
health nursing is the intensification of 
the perennial problem of securing and 
he’ding personnel. Nursing adminis- 
trators in generalized public health pro- 
grams are witnessing a slow but steady 
exodus of their experienced personnel 
into school employment. The higher 
salaries which school nurses are paid are 
certainly the most important cause of 
this movement. 

In all sections of the United States, 
median salaries of staff nurses working 
for boards of education are higher than 
those of staff nurses working for health 
departments and visiting nurse associa- 
tions. The more adequate salaries of 
school nurses are a real achievement for 
nursing, since such salaries give this 
group a salary status more in keeping 
with their education and responsibility 
and more comparable with other profes- 
sional workers. However, problems of 
stafing and morale have been created by 
the fact that salaries of generalized pub- 
lic health nurses have shown little tend- 
ency to follow those of school nurses. 

The schism which has developed 
within professional public health nurs- 
ing has been accompanied by a good 
deal of friction in some places. Educa- 
tional requirements and standards fre- 
quently are different for school nurses 
and health department nurses with 
schools specifying more courses in edu- 
cation and fewer in nursing and pub- 
lic health. Since membership of school 
nurses in educational associations is gen- 
erally obligatory, and since it is some- 
times difficult for those nurses to find 
time and to see justification for partici- 
pating in two professional organizations, 
they frequently do not join the nursing 
association. Thus, their identification 
with nursing is weakened, and the nurs- 


ing organization and its program are 
simultaneously weakened for lack of sup- 
port of the school nurses. 

The school health program in many 
ways duplicates and parallels the health 
department program. Both agencies 
may carry on screening activities, make 
referrals of those needing remedial care, 
concern themselves with the environ- 
mental aspects of health, make home 
visits, and keep records. The hard- 
pressed taxpayer is asked to support two 
agencies which have some complemen- 
tary aspects, but which are also guilty to 
a degree of duplicating services, com- 
peting for scarce personnel and funds 
and leaving areas of confusion as to re- 
sponsibility. 

If families were receiving services of 
better quality, the additional burden to 
the taxpayer might be justified. How- 
ever, the division of health services is 
not necessarily to the advantage of the 
family. The ancient and honored pub- 
lic health principle that the family 
should be dealt with as a unit still has 
validity. Nurses give better service 
when they deal with the family as a 
whole.! The present arrangement pro- 
duces a break in continuity of super- 
vision as the child passes from the pre- 
school phase and enters school. Con- 
tinuity of care is again interrupted as 
the school health program is closed for 
the summer. When the child has a com- 
municable disease or a crippling condi- 
tion, responsibility for the child must be 
shared by the school nurse and the health 
department nurse. Supervision of the 
family is further fragmented if there 
are several children in different schools 
with different school nurses. There is 
real reason to question whether the in- 
tensified health services now being pro- 
vided school children are altogether 
justified when the extra expense of ad- 
ministering two programs and_ the 
fragmentation of family health services 
are considered. 


During the decade 1950-1960, when 
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the size of the case load of generalized 
public health nurses increased as de- 
scribed above, program demands on 
their time also increased rather than de- 
creased. It is true that the increase in 
school nurses has removed from the 
generalized public health nurses a part 
of their case load as represented by the 
public school population, and, to a lim- 
ited degree, the families of these chil- 
dren. However, closer examination of the 
situation shows that the increase in 
school nurses is associated with an ex- 
pansion and intensification of services 
rather than with a replacement of one 
worker by another. Generalized public 
health nurses still must give services to 
public school students during the summer 
months and to the same students when 
they have communicable diseases. Gen- 
eralized public health nurses still have 
the responsibility for health supervision 
of the families of these public school 
children and often for supervision of 
children enrolled in private and paro- 
chial schools. 

It is also true that public health nurs- 
ing responsibilities in communicable 
disease control have lessened in some 
respects. However, at the same time, 
nurses have been asked to give more 
time to such activities as poliomyelitis 
immunizations, and to epidemiological 
investigations of some of the newly de- 
fined viral diseases, various gastro- 
intestinal infections such as salmonel- 
losis, and hospital-acquired staphylococ- 
cal infections. Tuberculosis mortality 
has declined spectacularly, but morbidity 
has decreased more slowly. Home treat- 
ment of patients with tuberculosis re- 
quires an increase rather than a decrease 
in the amount of time public health 
nurses must spend in this area. The 
growing public health nursing needs of 
an aging population have been dealt 
with so thoroughly elsewhere? that they 
need only be mentioned here. Public 
health nursing responsibilities are being 
extended in cancer, cardiac, diabetic, 
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rehabilitation, and accident prevention 
programs for all age groups. Yet, there 
have not been increases in the number 
of generalized nurses to carry out these 
extended programs. 

Perhaps the most significant aspect of 
the new pattern of health service is the 
concentration of attention on the health- 
iest segment of the population. Both 
morbidity and mortality rates in the 
school population are lower than those 
of any other age group. With these 
rates in mind, it is hard to justify the 
average ratio of one school nurse to 
3,113 school children when one gen- 
eralized public health nurse must serve 
an average population of 9,496, which is 
characterized by higher mortality and 
morbidity rates. If there must be a 
choice, should not health agencies con- 
centrate attention on pregnant women, 
infants and preschool children? 

One of the strongest recommendations 
of school health programs is that they 
can carry out efforts to remedy physical 
and emotional problems while the child 
is still malleable and young enough to 
anticipate long years of healthy return 
on the remedial investment. Would not 
these benefits be enlarged were the child 
to have them at an even earlier stage of 
his development? Smillie’s precept re- 
mains valid: “In general, the younger 
the age group with which one works, 
the more effective will be the results 
that are achieved.”* 

There are grave health problems of 
prenatal life, infancy, and early child- 
hood still awaiting solution. The great- 
est wastage of human life still occurs as 
the result of abortion, stillbirth, pre- 
maturity, congenital malformations, and 
birth injury. Some crippling conditions 
and behavioral disorders also have their 
origin in the prenatal and neonatal 
periods. Studies of perinatal mortality 
are constantly defining new methods of 
preventing death and disability at this 
time. Are those which are now well 
established being fully applied?  Stu- 


dents of child development tell us that 
early childhood is one of the most crucial 
periods of personality development. Are 
public health agencies doing as much as 
they should to promote good emotional 
environments for children in this age 
group? It is now clear that discovery 
of vision and hearing defects during the 
preschool years means that more can be 
done for the child then than if the defect 
is discovered later. Similarly, discovery 
of a positive tuberculin reaction in a pre- 
school child means that more can be 
done for his protection and that of his 
family than if the condition remains 
undiscovered until he enters school. Do 
health departments have enough staff to 
carry out vision, hearing, and tuberculin 
screening on preschool children? Some 
health departments have found that the 
better educated and more economically 
privileged sections of the community as 
well as the underprivileged can profit 
by family health teaching. Are there 
sufficient generalized public health 
nurses to extend services to this group? 
Public health nursing should be giving 
high priority to efforts to assure that 
children have a healthy start in life. 
An associated objective also of high 
priority in the public health nursing 
program is to remedy physical defects in 
infancy and the preschool years and to 
lay a sound base for a healthy life for 
these children. 

There are even some indications that 
generalized public health nurses are not 
meeting health needs in the areas which 
have long been delineated as their fields 
of major activity, namely, communicable 
disease control and maternal and child 
health among the lower socioeconomic 
groups. The recent upswing in _polio- 
myelitis morbidity occurred largely in 
social groups not easily reached by mass 
media. Personal contact is needed to 
reach these people and to encourage 
them to secure immunization. Another 
instance of unmet needs in the lower 
socioeconomic group is the increase in 


infant mortality during the last three 
years. While the ultimate solution of 
this problem must await changes in the 
community as a whole, health teaching 
on an individual basis is definitely a 
continuing or increasing need. The ex- 
istence of these problems confirms the 
impression that more rather than less 
public health nursing attention should 
be given to these long-established pro- 
grams. 

A question of real importance to pub- 
lic health must be asked here. At a time 
when the American public is demanding 
increasing health services, why is it 
entrusting a larger share of the expand- 
ing responsibility to the schools than to 
the health departments? Some partial 
answers are apparent. For one thing. 
the public and legislative bodies have for 
many years shown themselves to be more 
sensitive to the health and welfare needs 
of children than to those of the com- 
munity as a whole. Ours is a child- 
centered culture as far as services are 
concerned. The fact that the schools 
provide a “captive audience,” a large 
group for whom mass programs can be 
planned, makes them one of the easiest 
population segments on which to focus 
public health efforts. Given the long 
tradition of community interest in pub- 
lic schools in the United States, and the 
well established patterns of tax support, 
the expansion of health services in 
schools would seem to be a logical and 
fairly simple development. 

While all health workers must applaud 
the expansion and extension of health 
services, they must also evaluate some of 
the failures of official agencies as they 
are thrown into relief by contrast with 
the school programs. It is clear either 
that the public is not well informed as 
to the health departments’ long estab- 
lished responsibilities in the area of 
family health teaching and prevention of 
disease, or else that the community 
feels that these programs have not been 
carried out in a fashion to merit exten- 
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sion of responsibility. Perhaps in- 
sufficient efforts have been made to show 
how community health affects the school 
child and to convince the public that 
a single agency can better serve the 
school child by working with him 
through his family. Perhaps the com- 
munity does not realize why health serv- 
ices are most effective when the family 
is dealt with as a unit. Perhaps health 
departments have felt that school health 
services were not an integral part of the 
public health program. Perhaps health 
departments have been unwilling, un- 
able, or uninterested in convincing the 
public, legislative bodies, and school 
administrators that preventive health 
services are more economical and more 
effective when unified. The expansion 
in school health programs and personnel 
during a time when generalized public 
health programs have shown relatively 
little growth® indicates that health de- 
partments have failed in some of these 
respects. 

Almost one-third of the nurses en- 
gaged in public health nursing on a 
local level were employed by boards of 
education in 1960. Some studies have 
been carried out which indicate that the 
investment of a growing amount of pro- 
fessional time in this specialized service 
is achieving limited results. Nursing ac- 
tivities vary greatly in different school 
systems. In some places, the nurses 
work in a program which is largely edu- 
cational, including nurse-teacher con- 
ferences, parent-nurse conferences, and 
home visiting. In other situations, 
nurses spend most of their time on such 
activities as checking on absences, trans- 
porting children, administering first aid, 
and giving screening tests. Where studies 
have been done, it is reported® that from 
25 per cent to 33 per cent’ of nursing 
time in schools is spent in nonprofes- 
sional activities. One of these studies 
found school nurses engaged chiefly in 
the care of sick children.’ Another 
study found the rate of correction of de- 
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fects in school children so low that the 
total number of uncorrected defects in- 
creased rather than decreased in a 
period of three years. On the. other 
hand, where attention was given to im- 
proving methods of giving service, the 
rate of correction of defects was mark- 
edly increased.* It is clear that the mere 
presence of school nurses does not guar- 
antee that good quality school health 
programs will come into existence. 

The school health program has a num- 
ber of administrative characteristics 
which can work against good quality of 
service. In the first place, school ad- 
ministrators are not specially educated 
or prepared to administer health pro- 
grams. The extensive use of nurses for 
non-nursing activities may be attributed 
in part to this lack of preparation on 
the part of school administrators. The 
school administrator’s lack of familiarity 
with the over-all community objectives 
in public health is also reflected (1) in 
the lack of definition of the school 
nurses’ responsibilities, (2) the willing- 
ness to absorb such a large percentage 
of the available nursing personnel for a 
program with relatively low priority 
from the viewpoint of the community 
as a whole, and (3) in the assignment 
of many tasks to nurses on the basis 
of convenience. The lack of coordina- 
tion between the school and _ public 
health programs may also be attributed 
in part to the orientation of the school 
administrator toward a field other than 
public health. 

Another administrative problem in the 
school health program is that of pro- 
viding adequate supervision of the 
nurses. In some schools, no nursing 
supervision at all is provided. When 
there is nursing supervision, the super- 
visor is less likely to be educationally 
prepared for her work than is the super- 
visor in a generalized program.'® The 
correlation between quality of super- 
vision and quality of work produced by 
the persons supervised is close, and some 
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of the problems noted above may be re- 
lated to defects in quality and quantity 
of nursing supervision. Supervision is 
still essential for maintaining standards 
and improving services in accord with 
changing practice. 

Certain courses of action are advisable 
in view of the increasing need for gen- 
eralized public health nursing services 
at a time when public schools are ab- 
sorbing such a large proportion of the 
available nursing personnel. The first 
and most obvious step is the improve- 
ment of personnel practices in agencies 
hiring generalized public health nurses 
so that they are comparable to those of 
boards of education. The vigorous efforts 
of recent years to improve nursing edu- 
cation have already helped bring about 
some improvements in personnel policies 
and status of public health nurses, and 
these efforts must be continued. Studies 
and special programs to increase the 
effectiveness of public health nursing 
must likewise be continued and ex- 
tended. However, the solution of the 
problem of optimum usage of public 
health nursing time requires that three 
basic measures be carried out by pub- 
lic health administrators: (1) public 
education as to the aims, accomplish- 
ments, problems, and methods of public 
health concurrent with an accelerated 
campaign to enlist community support 
for the public health program; (2) 
study of public health nursing and 
school nursing activities to determine 
which of these activities might better be 
assigned to volunteers, practical nurses, 
and clerks, and which might best be 
transferred to other public health work- 
ers. There are a series of activities 
which public health nurses are specially 
prepared to carry out and which they 
can generally perform better than other 
health workers. Examples of these ac- 
tivities are the health teaching interview, 
evaluation of family health needs, co- 
ordination of community health services 


for the fullest benefit of the family, and 


promoting communications between the 
family and various health agencies. 
These are worth-while, perhaps essential, 
contributions to the total health effort. 
The public health program should be 
administered in such a way that public 
health nurses have the opportunity to 
carry out the responsibilities peculiarly 
théirs, rather than spend their time in 
doing work which other health workers 
can do as well. (3) Combined services 
should be extended. It has been demon- 
strated that better service is given to 
families when all public health services 
are provided by one nurse.’ Nurses are 
usually happier, too, when they are in 
a setting where they can give high 
quality care. There are difficult admin- 
istrative problems in the way of estab- 
lishing generalized, combined services, 
but in view of their superiority from 
the community point of view, such 
efforts are certainly worthwhile. Let us 
hope that the next decade will see a 
growth in generalized services com- 
parable to the expansion in school nurs- 
ing which characterized the 1950-1960 
decade. 


Summary 


School nursing is growing much more 
rapidly than generalized public health 
nursing and partly at the expense of gen- 
eralized public health nursing. Several 
aspects of this problem are discussed. 
(1) Recruiting and retaining generalized 
public health nurses has become more 
difficult. Personnel policies are dis- 
tinctly better in the school setting. (2) 
A schism in public health nursing has 
appeared. (3) Parallel services are 
being provided by two tax-supported 
agencies with consequent duplication, 
overlapping, gaps, confusion, and frag- 
mentation of service. (4) Demands on 
the time of generalized public health 
nurses continue to increase. (5) Inten- 
sive services are being provided to one 
segment of the population while other 
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population groups are relatively neg- 
lected. In particular, the maternal and 
child health services are receiving less 
public health nursing time than is de- 
sirable. Some long-established programs 
are showing the lack of public health 
nursing attention. 

The desirability of maintaining 
separate school health nursing services 
is questioned on several grounds. Some 
studies have shown that nurses are not 
fully utilized in schools. There are some 
problems in the administration and 
supervision of the school health program 
which make maintaining the highest 
quality of service difficult. Continuity 
of service is impaired by the mainte- 
nance of two separate health agencies. 

In order that the limited number of 
nurses available for public health be 
used to best advantage, the following 
steps are recommended: 

1. Improvement of personal policies in agen- 


cies employing generalized public health 
nurses 
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2. Enlistment of greater community under- 
standing and support of the public health 
program 

3. Promotion of combined school and public 
health nursing services. 
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This paper is one of the very few that have attempted to formulate the basic 


principles of a state mental health program. For this reason it merits 


the attention of all those who are concerned with the problem of 


applying public health philosophy and practice to the 


area of mental illness and health. 


A PHILOSOPHY OF STATE GOVERNMENT PARTICIPATION 
IN AN OVER-ALL MENTAL HEALTH PROGRAM 


Daniel Blain, M.D., and Edward Rudin, M.D. 


bp CARE of patients suffering from 
mental disorders has been accepted as 
a public responsibility in all the states of 
this nation since the first state hospital 
was opened at Williamsburg in 1773. 
At first the hospitals were small and 
isolated. Now the 50 states operate 215 
hospitals for general psychiatric patients 
and 76 institutions for mentally retarded 
patients. These house a total of some 
600,000 patients. The 200 to 300 bed 
hospital of the 18th century has become 
the 1,500 to 6,000 bed hospital of the 
20th century. 

The state hospital movement began 
when little was known of mental disease. 
All mentally ill patients who were hos- 
pitalized were labeled lunatics. Residen- 
tial care was the only resource. Little 
in the field of medicine applied except 
the need for humane care, adequate nu- 
trition, cleanliness, and some activity. 
Terms such as “custodial care” and “re- 
lease on parole” were borrowed from 
prison systems, just as trial by jury to 
determine insanity was carried over 
from the handling of criminals. 

From the beginning, public mental 
hospitals served primarily the indigent, 
the great majority of whom, in later 
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American history, were emigrants from 
foreign lands. But the public mental 
hospitals also provided a means for ex- 
cising mental disorder from the com- 
munity and concealing it in remote in- 
stitutions. As a result, these hospitals 
were allowed to become slums. Masses 
of patients accumulated since no treat- 
ment was available. Relatively few pa- 
tients left, except through death. 

The resultant dimensions of size and 
mass operated against the introduction 
of changes consistent with scientific ad- 
vances. To apply such advances to the 
huge institutions and vast population in- 
volved would have required tremendous 
sums of money and extensive numbers 
of trained personnel. In fact, however. 
the amount of money furnished for the 
operation of these hospitals has been 
pitiful. Before World War I the ex- 
penditure per patient per day was be- 
tween 70 cents and $2. It has since 
risen to an average of about $4, with 
many states spending $6 a day and over. 
However, when one takes into account 
the shrinking value of the dollar, it is 
apparent that an increase from 70 cents 
in 1914 to $4 in 1959 cannot transform 
a rural asylum into a metropolitan psy- 
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chiatric hospital. At best it can permit 
only a few state hospital patients to re- 
ceive the benefits of some psychiatric 
advances. 


Changes in State Hospitals 


However, the developments in psy- 
chiatry and the increase of public under- 
standing led to great advances in the 
mental health field. The private prac- 
tice of psychiatry grew, both in offices 
and in private hospitals. Active psy- 
chiatric treatment, good living conditions 
for patients, and respectability for both 
physicians and patients became available 
—for a fee. 

It was to be expected that, despite the 
costs and the inertia, state hospital sys- 
tems would begin to employ some of the 
active treatment approaches, At first 
this oceurred in the new psychopathic 
hospitals; then, in the receiving units of 
more and more state hospitals. 

The wave of the child guidance clinic 
movement carried with it interest in all- 
purpose psychiatric outpatient clinics. 
State hospitals began to operate out- 
patient departments, traveling clinics, 
and branch hospitals. Through these 
extramural services the hospitals became 
more involved in community activities. 
Outstanding examples were seen at the 
Worcester and Boston state hospitals and 
at Warren, Pa., and in the private hos- 
pitals, e.g., Institute for Living in Hart- 
ford, Conn., and Butler Hospital in 
Providence, R. I. 

Meanwhile, public interest in the hos- 
pitals was growing. Volunteer services 
increased and voluntary admissions in- 
creased. The community began to in- 
vade the formerly isolated hospital. 
Hospital staffs came to be seen as poten- 
tial psychiatric resources for the extra- 
hospital community. 

As patient movement out of the hos- 
pitals increased, the hospitals found 
themselves concerned with the strengths 
and weaknesses of communities, as these 
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might affect their erstwhile patients and, 
indeed, the source of their patient ad- 
missions. 


Parallel Development of Public 
and Private Services 


Even as the state hospitals were ex- 
tending their services, a network of psy- 
chiatric clinics and counseling services 
was developing under voluntary auspices. 
Increasing numbers of psychiatric dis- 
orders were being treated in general 
hospitals, with or without specialized 
psychiatric units. In California alone 
last year there were 25,000 admissions 
to general hospitals of patients with psy- 
chiatric diagnoses. During the same 
period there were 25,000 admissions to 
the state hospitals and 24,000 admissions 
to licensed private psychiatric institu- 
tions. 

The number of such private institu- 
tions licensed to take care of psychiatric 
patients has been increasing steadily, 
with extraordinary growth in some 
states. Group clinics have begun to in- 
clude psychiatrists and industrial and 
labor-sponsored medical services have 
begun to include psychiatric consultants 
and some psychiatric services. There 
are now some 13,000 to 14,000 psy- 
chiatrists, most of whom do either a 
small amount of private practice or en- 
gage in it full time. 

Although in the financing of medical 
care through prepayment insurance, 
psychiatric disorders have generally been 
excluded; this has now been overcome in 
some degree. Before long, limited 
coverage of psychiatric disorders will 
no doubt be included in most policies. 

Foster homes and nursing homes, each 
offering special services for the mentally 
ill and mentally retarded, have increased 
to significant proportions and show 
promise of even greater growth and the 
potential for an even greater contribu- 
tion to the care of the psychiatric pa- 
tient. These homes, while privately op- 
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erated, have often received some support 
from tax funds. 


Development of Special Programs 


The development of psychiatric serv- 
ices in special settings has produced new 
and important emphases. Mental health 
services in public health programs have 
provided for early detection and diag- 
nosis through case finding in maternal 
and child health services, crippled chil- 
dren’s services, school health programs, 
and other public health services, through 
mental hygiene clinics, and through in- 
creasing the sensitivity of public health 
personnel to mental and emotional prob- 
lems in their patients. To a lesser extent 
public health programs have concerned 
themselves with studies of incidence and 
with the prevention of diseases which 
may result in mental illness or deficiency. 

In the correctional setting, psychiatric 
resources have been utilized for diag- 
nosis, ‘correctional planning, and re- 
habilitation. In California’s Departments 
of Correction and of the Youth Author- 
ity, psychiatric services are already well 
developed and further progress is still 
being made. 

Education has recognized its responsi- 
bility for special education of the 
mentally retarded and is recognizing its 
responsibility for the special education 
of the emotionally disturbed. The re- 
lationship between the curriculum, learn- 
ing, and the student’s mental and emo- 
tional state has been acknowledged, at 
least to the extent of providing psy- 
chological services in most school dis- 
tricts. 

Welfare departments provide limited 
child welfare services for which psy- 
chiatric consultation is increasingly 
available and in which the emotional 
needs of children are _ increasingly 
planned for. More and more attention 
is given to the effects of crises in the 
development of children and in the 
adaptation of adults by public assistance 


workers, adoption workers, aid to needy 
children workers, and other welfare 
personnel. 

Another major development has been 
the participation of the federal govern- 
ment in psychiatric programing. The 
provision of psychiatric services to 
special groups, such as the military, 
veterans, and merchant seamen has been 
long established. More recently, federal 
tax support has been given to research 
and training in the mental health fields. 
Financial stimulation has also been given 
to the development of community mental 
health facilities. In California, as in 
some other states, the latter funds have 
been earmarked almost entirely for 
pump-priming, with the expectation that 
local tax or private funds will assume 
the continued support once the value of 
the services is demonstrated. Federal 
funds have also been made available to 
assist in the construction of psychiatric 
inpatient services and psychiatric re- 
search laboratories. 

Meanwhile, there has been a signifi- 
cant reversal of the tendency for lessened 
local responsibility in the provision of 
psychiatric services. As intensive psy- 
chiatric treatment replaced long-term 
care, the need for continuity of treat- 
ment. for closer collaboration with the 
physician caring for the general medical 
needs of the patient, for minimizing the 
social, vocational, spiritual, and familial 
dislocations of the patient all became in- 
creasingly apparent. It is agreed that 
psychiatric services should be available 
as early as possible, as close to the pa- 
tient’s home as possible, rather than as 
far from him as possible. It is also ap- 
parent that a genuine understanding of 
psychiatric disorder by private and 
county authorities is an important re- 
source in the fight against the mental ill- 
nesses, on both a community and indi- 
vidual basis. 

To promote greater local responsi- 
bility, to insure local interest. as well as 
to permit the full local use of local funds 
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without the shrinkage which results when 
tax payments must be routed through a 
higher and more complicated echelon of 
government, a principle of local opera- 
tion of psychiatric service with state aid 
has recently developed. 


Need for a State Program Philosophy 


The fact that so many different indi- 
viduals and agencies under so many 
different auspices are contributing so 
many different services to the prevention, 
treatment, and rehabilitation of mental 
disorders raises the important question 
of the ultimate responsibility of a state 
mental hygiene program. 

There are reasons why long-term 
planning is especially important. Even 
as all these public and private facilities 
become available they, as well as state 
mental hygiene programs, are subjected 
to serious and mounting pressures. There 
is an increased demand for public serv- 
ices of all kinds, especially for mental 
health services. As professional knowl- 
edge increases, the need for more trained 
personnel with greater technical skill and 
experience increases, and trained person- 
nel are not satisfied with poor treatment 
opportunities. At the same time we are 
in a period of population growth which 
in some states, such as California, is 
literally overwhelming. Thus, even for 
the same level of service, there is a tre- 
mendous increase in the actual demand. 
The result: the pressure of increased 
costs in money, people, energy, and time. 

Meanwhile, the greater activity and 
the greater public attention increases the 
anxiety of many who previously have 
been able to repress, deny, or dissociate 
their feelings in connection with mental 
and emotional disorder. They join with 
those who are concerned in connection 
with the rising costs and attack mental 
hygiene activities as communistic, in- 
decent, and illegal. 

All these pressures, plus the acknowl- 
edged fact that our state mental hos- 
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pitals are only in part true psychiatric 
hospitals, indicate the need for more 
orderly thinking about long-term plan- 
ning in terms of the mission, responsi- 
bilities, goals, and program of the state’s 
mental hygiene department. We must 
develop a plan which delivers adequate 
services now and anticipates the needs 
of the immediate and distant future. 
Such a plan must take into consideration 
the total needs and resources of all the 
citizens of the state and the resources 
and limitations of the government of the 
state. 


Tentative Philosophy 


The following is tentati-ely suggested 
as a philosophy for Cali‘ enia. Since it 
has not been fully pre. nted to the De- 
partment of Mental ‘.ygiene staff and 
to other state authorities, it is, in fact, 
merely the opinion of the authors. 

First, because of the tradition of ac- 
ceptance by the state of responsibility 
for the mentally disordered and deficient, 
the state government provides more 
direct care and has greater responsibility 
in the psychiatric field than in other 
fields of medicine. It must make ade- 
quate provision for continued service to 
the patients in its care. 

Second, because of the magnitude of 
the problem of mental disorder and de- 
ficiency, of the lag which has existed in 
the treatment and prevention of these 
disorders, and the consequent backlog 
of patients which currently fills state 
institutions, the psychiatric problem is 
unique in clinical medicine and in state 
service. It calls for a massive over-all 
approach, at least until the backlog has 
been treated and restored, and preven- 
tive technics and alternate services have 
produced a balanced program and 
brought state hospital admissions under 
control. The development of such pre- 
ventive technics, alternate services, and 
intensive services to the already hos- 
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pitalized calls for a special emphasis and 
a special organization at the state level. 

Third, state government cannot supply 
all the psychiatric services needed by the 
citizens of the state. There are fiscal, 
political, and social limits to the state’s 
tax resources and psychiatric effective- 
ness. But, in addition, there are medi- 
cal reasons for the state’s not attempting 
to supply all the services to patients. In 
psychiatric disorders, at least as much 
as in other medical disorders, it is im- 
perative that the patient be motivated to 
recover, be involved in his own recovery, 
and be a full and eager participant in 
his treatment and rehabilitation. Such 
participation by the patient is far more 
likely when the patient is close to home, 
works with his own physician, and does 
not suffer physical dislocation from his 
community and_ social relationships. 
Such an arrangement, while not impos- 
sible, is difficult to achieve in a medical 
program operated wholly under state 
governmental auspices. 

Fourth, psychiatric disorders, perhaps 
more than other medical disorders, are 
sensitive to the social and environmental 
forces surrounding the patient. The 
living environment of the patient can 
significantly impair or enhance his 
mental and emotional state. Therefore, 
treatment of the mentally disordered or 
mentally deficient patient calls for atten- 
tion to his relationships with his family, 
his social groups, his co-workers and em- 
ployer, and so forth. Even some of the 
physical elements in his surroundings 
may warrant attention. Therefore, psy- 
chiatric treatment and_ rehabilitation 
must be performed close to the patient’s 
living environment. Only then can suc- 
cessful evaluation and modification of 
his personal environment be effected. 
As a result, psychiatric patients need to 
be served in any combination of local 
services that may be available. These 
include small, but well staffed and well 
equipped centers which are readily ac- 
cessible, doctors offices, clinics, general 


hospitals, and rehabilitation centers. 
Large, distant treatment centers are un- 
suited to the application of modern psy- 
chiatric technics. 

Fifth, there are nonstate-supported re- 
sources available and these need to be 
included in any state planning. City 
and county tax-supported resources, fed- 
eral resources, all the state resources 
(not just the department of mental 
hygiene), and private and voluntary re- 
sources must be welded together to pro- 
vide the gamut of necessary services. 

From what has been said, a special 
role evolves for the department of mental 
hygiene. That is the role of providing 
leadership to assure: 


1. A unified professional approach 

2. Coordination of the many resources and 
stimulation of new developments 

3. Avoidance of overlapping involving rare 
and costly personnel and facilities 

4. Coverage of all sections of the state— 
geographic, social, and economic. 


Such leadership is obviously shared 
by others, such as citizen groups, profes- 
sional organizations, and others. In the 
citizen resides the ultimate responsi- 
bility for the availability of adequate 
services to all people. State government 
is also the locus of citizen effort when 
such effort requires crossing of city and 
county lines. To that degree the state 
government has important responsibili- 
ties in this particular field of medicine. 
But these responsibilities may well be 
thought of as primarily responsibilities 
of leadership. Such leadership may be 
manifested by operating model services, 
by encouraging the development of local 
sery ices under nonstate auspices, by 
furnishing professional consultation and 
planning aid, by financial assistance to 
nonstate operations, and by financing 
and/or operating training and research 
facilities to furnish manpower and 
knowledge to the state as a whole. 

If this is indeed to be the major re- 
sponsibility of a state department of 
mental hygiene, then the department 
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must be organized to act as a source of 
leadership. It must employ highly 
trained, highly skilled, highly experi- 
enced personnel at its upper echelons. 
These must be individuals capable of 
providing leadership to the governor and 
his administration, to the legislature, and 
to local governments, and capable of in- 
spiring their professional colleagues and 
gaining their cooperation, both in plan- 
ning and implementation. 

But the department must also improve 
the efficiency and intensity of its present 
operations. To do so it must enrich, but 
not enlarge, its present facilities. If, 
because of population growth and _ in- 
adequacy of alternate treatment ap- 
proaches, additional hospital beds are 
required, they must be established in 
locations close to population centers. 
They must be small, community-centered 
hospitals. 

In order to meet its legal obligations 
the state may have to operate some of 
these local hospitals through state funds 
alone. Special geographic, economic, or 
social problems might make such total 
state operation necessary. However, in 
general such developments should occur 
with state aid (financial and/or techni- 
cal), but under local auspices, private 
or public. 

Ultimately, therefore, the department 
of mental hygiene would operate a lim- 
ited number of institutions, residential 
and nonresidential. These would provide 
direct treatment and rehabilitation serv- 
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ices when and where needed, and would 
permit the operation of model centers as 
required to fulfill the leadership re- 
sponsibility. In addition, these psy- 
chiatric centers would be settings for the 
training and research required to de- 
velop the manpower and knowledge 
needed throughout the state. 

In view of the fact that state lines are 
easily crossed, and that both manpower 
and scientific knowledge permeates the 
length and breadth of the nation, the 
state should also participate in national 
leadership and in national efforts in the 
development of manpower and research. 
For the same reasons, the state should 
participate in national programs, public 
and private, and in regional groupings 
of states for planning and for sharing 
the costs of service, training, and re- 
search. 

Working with national resources and 
with local resources, public and private, 
the department would participate in and 
promote the development of established 
preventive technics. It would assume 
responsibility for harnessing medical and 
nonmedical resources in the state to ap- 
ply these preventive technics. Primarily, 
however, the department of mental 
hygiene would serve as a leader of 
mental health programing in the state, 
as the responsible governmental agency, 
to see that a_ state-wide, coordinated 
mental health program is implemented 
which serves all and which utilizes to 
the fullest all appropriate resources. 


Dr. Blain is director of mental hygiene, and Dr. Rudin is assistant deputy 
director, Community Services, California Department of Mental Hygiene, 


Sacramento, Calif. 
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The experiences of a group of mental patients and their families fail to 
show that recent changes advocated in hospital regime and release 

practices have been accompanied by programs which extend 

the therapeutic process into the community. Factors 

responsible for this situation are reviewed, and the 


possible implications are discussed. 


TREATMENT EXPERIENCES OF MENTAL 
PATIENTS AND THEIR FAMILIES 


Howard E. Freeman, Ph.D., and Ozzie G. Simmons, Ph.D. 


A ONE concomitant of the current em- 
phasis on therapeutic rather than 
custodial care for the mentally ill, hos- 
pitalization has come to be regarded as a 
relatively transitory stage in the thera- 
peutic process. A primary goal of mental 
hospitals is now that of returning pa- 
tients to the community as soon as pos- 
sible. It is widely acknowledged, how- 
ever, that the mere return of the patient 
to the community is not enough. If 
rehabilitation is to be facilitated, it is 
‘necessary to extend the therapeutic pro- 
cess into the community and, in many 
cases, desirable to include families of pa- 
tients as part of a broadened treatment 
base.” 

Naturally, the potentiality for im- 
plementing these broader therapeutic 
concepts in actual treatment programs 
varies from locality to locality and de- 
pends upon a number of economic, po- 
litical, and geographical factors.* In 
this paper, we wish to examine the treat- 
ment experiences of mental patients and 
their families who reside in an urban 
area where, if anywhere, it may be an- 
ticipated that these newer therapeutic 
concepts will have affected the services 
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currently available to patients and their 
families.* Specifically, the following 
questions are considered: 


1. What is the pattern of contact between 
patients and hospital after they return to 
the community? 

2. Subsequent to their hospitalization, what 
contacts do patients have with professional 
persons in the community ? 

3. To what extent are tranquilizing drugs 
used by former patients? 

4. What advice or help is received by patients’ 
families prior, during, and subsequent to 
the hospitalization of one of their mem- 
bers? 

5. What advice or help is wanted but not re- 
ceived by patients’ families .prior, during, 
and subsequent to hospitalization? 


Method 


The data on which this paper is based 
were collected as part of a large-scale 
investigation of the conditions under 
which patients succeed in remaining in 


* A number of the hospitals from which the 
patients are drawn for this study are affiliated 
with one or another of the many professional 
schools and training facilities in Massachusetts, 
which ranks fifth in the country in the number 
of professional personnel per 100 patients in 
public mental hospitals.4 
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the community after hospitalization.* 
Two interviews were conducted with 
relatives residing in the household of 
formerly hospitalized patients. The first 
interview was obtained as soon as pos- 
sible after the patient returned to the 
community. In the event he remained 
in the community for a year, a second 
interview took place at that time. If the 
patient returned to the hospital during 
the year, the second interview was ob- 
tained as soon as possible after re- 
hospitalization. Only the data from the 
first interviews are employed in_ this 
paper and thus, with respect to the post- 
hospital period, represent the relatives’ 
reports of the experiences of patients 
and their families during the earliest 
months after hospitalization. Patients 
were in the community an average of 41 
days at the time of the first interview 
(standard deviation= 16.5 days). 

The relatives interviewed were pre- 
dominantly the mothers and spouses of 
patients who “left bed” during the first 
six months of 1959. “Left bed” was de- 
fined as remaining in the communty 
for more than 30 days with the expecta- 
tion on the part of the hospital that in- 
patient treatment was completed. Many 
of the patients were technically still “on 
the books” of the hospitals, either on 
“trial visit” or “extended leave” status 
at the time of the first interview. 

Every patient with the following char- 
acteristics was included in the drawing 
group: between 20 and 60 years of age, 
white, native born, living in Boston or 
adjacent areas, hospitalized for purposes 
other than observation, not physically 
handicapped to the extent of being un- 
employable, not hospitalized primarily 
for acute alcoholism, and not addicted 
to narcotics. By diagnosis, all were 
psychotics with nonorganic, functional 
disorders, the majority diagnosed as 


* The research represents an extension of 
previous studies. For summaries of these 
studies and for a detailed exposition of method 
see reference 5. 
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schizophrenic. Each patient selected was 
last hospitalized at one of 12 hospitals 
in eastern Massachusetts, of which nine 
are state facilities and three are Veterans 
Administration institutions. 

The hospital records of all patients 
meeting these criteria were reviewed. 
After eliminating patients released to 
foster homes, halfway houses, and day 
hospitals, interviews were attempted in 
all but 12 of the 714 cases in which the 
patient returned to a family setting. 
These 12 cases met all the criteria but 
returned to the hospital before the inter- 
view could be accomplished. Of the 702 
interviews attempted, 649 (92 per cent) 
were completed; in 49 cases the inform- 
ants either had severe language prob- 
lems or were too emotionally disturbed 
to be interviewed, and in four cases the 
informants could not be located. Hos- 
pital record data were available for all 
patients, and a chi square goodness-of- 
fit comparison of the completed cases 
and the total study group on 48 social 
and clinical variables revealed that only 
chance differences exist between com- 
pleted and uncompleted cases. Likewise, 
there are only chance differences be- 
tween completed and uncompleted inter- 
views with respect to the interviewer, 
the month the patient left bed, and the 
kin relationship of the informant to the 
patient. 

The completed cases include 280 males 
and 369 females. The majority of the 
patients were hospitalized less than six 
months, although two-thirds were pre- 
viously hospitalized for over 15 days. 
Approximately half the patients are 
married. Interviews were conducted by 
psychiatric social workers in the home, 
unless the informant desired otherwise. 
A standardized interview schedule was 
employed, and interviews averaged some- 
what less than two hours. In addition to 
the data reported in this paper, the 
schedule contained items to elicit social 
and cultural data, attitudes toward 
mental hospitals, treatment and illness, 
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Table 1—Patients’ Contact with Hospital 


Number Per cent 
Voluntary contact 23 3.6 
Contact initiated by 
hospital 387 60.0 
No contact 235 36.4 
Total 647* 100.0 


* No information on two cases. 


pre- and posthospital work and social 
behavior, “personality” characteristics, 
and relatives’ expectations of posthospital 
performance. 


Patients’ Posthospital Treatment 


A large proportion of patients con- 
tinue to have contact with hospital per- 
sonnel after they return to the com- 
munity. For the most part, their visits 
to the hospital are on a regular basis; 
over two-thirds of the 410 patients who 
maintain contact with the hospital had 
treatment plans that provided for their 
return monthly or oftener. Rather than 
being initiated by the patients, however, 
virtually all outpatient treatment is _re- 
quested by the hospital, primarily to 
comply with laws regarding trial visit 
supervision and discharge. Over 90 per 
cent of the 410 patients who visited the 
hospital did so at the hospital’s request; 
in fact, in 50 per cent of the cases the 
relatives reported that the only reason 
the patients visited the hospital was that 
they were “told to come back” (see 
Table 1). 

Paradoxically, those patients who have 
the best prognoses are likely to receive 
the least attention from the hospital after 
they return to the community. Patients 
regularly committed to the hospital by 
the courts constitute the bulk of the out- 
patient case load by virtue of their trial 
visit status. They typically have previous 
hospital experience and the less favor- 
able prognoses. On the other hand, pa- 


tients who have not been previously 
hospitalized and who have the more 
favorable prognoses are usually admitted 
as voluntary patients, discharged out- 
right, and on this account are not obli- 
gated for posthospital supervision. Thus, 
patients most likely to gain from further 
contact with the hospital are most effec- 
tively insulated from outpatient care, 
however limited the benefits to be derived 
from treatment on an obligatory basis. 
Tranquilizing drugs appear to be used 
extensively by patients after return to 
the community. The relatives were first 
asked whether the patient takes any 
medicine and, if answered in the affirma- 
tive, whether they knew the names. In 
almost one-half of the cases, it was pos- 
sible to identify positively the drug as a 
tranquilizer. An additional 10 per cent 
of the patients took drugs that were 
probably tranquilizers. The extensive 
employment of tranquilizing drugs after 
hospitalization is not too surprising con- 
sidering the frequency of their prescrip- 
tion in the hospital treatment of the pa- 
tients. Approximately 80 per cent of the 
study group were on drug therapy some 
time during their hospitalization, and 
the continued use of tranquilizers after 
hospitalization was prescribed for about 
50 per cent of the patients (see Table 2). 
In virtually all cases where drugs were 


Former 


Table 2—Use of Drugs by 
Patients 


Number Per cent 


Used drugs positively 

identified as tran- 

quilizers 290 44.9 
Used drugs tentatively 

identified tran- 


quilizers 64 10.0 
Used barbiturates and 

other drugs 26 4.0 
Used no drugs 265 41.1 
Total 645* 100.0 


* No information on four cases. 
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being taken, the hospital was responsible 
for prescribing them. Less than 10 per 
cent of the patients were taking them on 
the advice of a private physician. The 
relatives of patients on drug therapy 
overwhelmingly reported that they were 
effective in maintaining the patient in 
the community. In response to the 
question “Do you think the drugs help 
him (her) ?” two-thirds of the inform- 
ants reported that they “definitely 
helped.” Unfortunately, no informa- 
tion is available regarding whether 
relatives reporting less favorable reac- 
tions did so either because of the limited 
effectiveness of the drugs or of their 
side-effects. It would be interesting to 
know if the relatives’ favorable reactions 
are the result of a pharmacological phe- 
nomenon or whether the administration 
of placebos would evoke equally favor- 
able responses. The interview did not 
include any data on either the extent to 
which patients varied their intake from 
the dosage prescribed or the reasons why 
some patients failed to continue drug 
therapy after hospitalization. These 
points also require study. 

The small proportion of patients who 
had contact with professional persons in 
the community, other than their private 
physicians, is startling. The number of 
persons seeing psychiatrists and social 
workers in the community becomes 
virtually nil when the patients are taken 
into account who attend VA clinics in 
lieu of trial visit supervision by hospitals 
(see Table 3). 

The extremely limited utilization of 
professional services subsequent to hos- 
pitalization is corroborated in two other 
recent studies of mental patients—one 
concerning the utilization of a vocational 
rehabilitation program and the other a 
survey of vocational needs. Few mental 
patients who are capable of participating 
in a vocational training program will do 
so, even when presented with an oppor- 
tunity to enroll in one with a successful 
reputation in the rehabilitation of the 
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physically ill.? Similarly, mental patients 
capable of employment apparently can 
locate satisfying jobs on their own, and 
do not need or desire assistance.* 

It is evident that posthospital treat- 
ment for patients is hospital centered, 
not community centered, and then only 
on an involuntary basis. Although the 
quality of psychiatric care is not likely 
to be high under circumstances where 
both patient and hospital are participat- 
ing in order to meet legal and other 
regulative obligations, this may be the 
only realistic approach to insuring out- 
patient treatment. Except when their con- 
tinued tenure in the community is placed 
in possible jeopardy as a consequence of 
failure to participate in treatment pro- 
grams, it seems that former patients seek 
to cope with their adjustment problems 
without the benefits of professional as- 
sistance. If posthospital treatment is 
desirable for a patient, it may be that 
the only way of securing his participa- 
tion is to obligate him by means of legal 
commitment, despite the stigmatizing 
and restrictive aspects of such a proba- 
tion status. One alternative is to inte- 
grate agencies offering posthospital serv- 
ices into the patient’s treatment program 
prior to his return to the community and 
to interpret willingness to continue treat- 
ment after hospitalization as an “in- 
formal” prerequisite for release. It is 
clear that the present posthospital treat- 


Table 3—Patients’ Contact with Profes- 
sional Personnel in the Community 


Number Per cent 
Psychiatrists and social 
workers 41 6.4 
Medical phys‘cians 56 8.7 
Others (ministers, edu- 
cators, ete.) 21 33 
None 525 81.6 
Total 643* 100.0 
* No information on six cases. 
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Table 4—Family Members’ Contact with Professional Persons 


Before During Since 
Hospitalization Hospitalization Hospitalization 
Number Per cent Number Per cent Number Per cent 
Psychiatrists and social workers 
in hospital 36 19.6 168 75.3 52 65.0 
Psychiatrists and social workers 
in community 5 2.8 15 6.7 5 6.3 
Medical physicians 115 62.8 20 9.0 13 16.2 
Others (ministers, educators, 
etc.) 27 14.8 20 9.0 10 12.5 
Total 183 100.0 223 100.0 80 100.0 
Per cent of study group hav- 
ing contact 28.2* 31.9% 11.9 


173 of 649 families had contact, multiple contacts in 10 cases. 


+ 207 


of 649 families had contact, multiple contacts in 16 cases. 


77 of 649 families had contact, multiple contacts in 3 cases. 


ment picture is not one of hordes of 
former patients actively seeking treat- 
ment; and apparently more radical 
measures are necessary to broaden the 
scope of posthospital care and to secure 
the cooperation of former patients. 


Counseling of Relatives 


The data regarding services utilized by 
relatives of patierits are consistent with 
the findings about the treatment experi- 
ences of patients. Contact with psy- 
chiatrically trained persons in the com- 
munity is very limited—prior, during, 
and subsequent to the hospitalization of 
family members. There is a marked 
shift in the typical resource person from 
the medical practitioner before hospitali- 
zation to hospital personrel during hos- 
pitalization. Subsequent to hospitaliza- 
tion, a number of relatives continue to 
maintain contact with the hospital, but 
there is evidence of a shift back to the 
private physician (see Table 4). 

Contacts between professional persons 
and family members tend to be on a one- 
time or casual rather than on a sustained 
basis. Approximately one-third of the 


relatives who consulted a_ professional 
person prior to the hospitalization of a 
family member only did so immediately 
before the patient’s admission to the 
hospital. Of this number, only slightly 
more than 10 per cent consulted some- 
one within the six-month period prior 
to hospitalization. Likewise, there were 
only a few cases in which consultation 
was both regular and sustained from 
the hospital to the posthospital period; 
less than 10 per cent of the relatives who 
visited a professional person during the 
hospital period continued this relation- 
ship subsequent to the patient’s return 
to the community. Similarly, there does 
not appear to be sustained consultation 
during the posthospital period. Over 
one-fourth of the relatives who consulted 
a professional person did so only during 
the first week after the patient returned 


home. By the end of the first month, 
three-fourths of the contacts were 
terminated. 


The reasons that relatives usually give 
for contacting professional personnel 
concern the patient’s general adjustment 
problems or particular emotional diffi- 
culties. Few informants reported specific 
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problems in the realms of family rela- 
tionships, social activities, or occupa- 
tional performance. A significant pro- 
portion of the consultations concerned 
hospitalization procedure, which is given 
as the reason for contacting a profes- 
sional person between 20 per cent and 
30 per cent of the time, depending upon 
whether the item was asked about the 
period prior, during, or subsequent to 
hospitalization. 

Informants were also questioned re- 
garding any advice family members 
wanted but could not obtain. In each 
of the three time periods—prior, during, 
and subsequent to hospitalization—ap- 
proximately 10 per cent of the families 
did not receive advice although it was 
desired. In the largest proportion of 
cases, the families actively sought advice 
but were either dissatisfied with what 
they received or were rebuffed. During 
each time period, about one-fourth of the 
families wanting advice did not actively 
seek it or did not know where to obtain 
it. The “other” group includes family 
members who did not seek advice due 
to a change in the patient’s condition or 
to reluctance to pay fees they thought 
might be involved (see Table 5). 

Most of the time, the relatives de- 
sired advice concerning the general ad- 
justment or some specific emotional 


difficulty of the patient. Advice about 
the hospitalization process and the pa- 
tient’s hospital experience ranks second 
during each of the time periods. The 
families who desired but did not receive 
advice during each of the time periods 
are not always the same ones. From 
the pre- to the posthospital period, cumu- 
latively, over 20 per cent of the families 
in the study group wanted but did not 
obtain consultation. 

A greater number of referrals on the 
part of hospital personnel to presently 
available community resources would un- 
doubtedly reduce the number of families 
with unmet felt needs. In view of the 
sizable proportion of families who ac- 
tively sought advice, but were either re- 
buffed by or dissatisfied with the con- 
sultation experience, innovations in 
community programs are also required. 
As in the case of patients, it might be 
advisable to integrate community pro- 
grams with hospital treatment pro- 
cedures. 

With the exception of hospital person- 
nel, the only professional persons who 
have contact with sizable groups of 
former patients and their families are 
medical practitioners. The role of the 
physician in extending community 
mental health treatment programs looms 
as potentially important but may be 


Table 5—Reasons Families Did Not Receive Advice Desired 


Before 
Hospitalization 


During Since 
Hospitalization Hospitalization 


Number Per cent Number Per cent Number Per cent 


Sought advice but dissatisfied 


with advice or rebuffed 27 
Did not actively seek or know 

where to go 12 
Other reasons 11 
Total 50 


Per cent of study group desir- 
ing advice (N-649) 7.7 


SEPTEMBER, 1961 


54.0 37 60.6 26 38.2 

24.0 15 24.6 27 39.7 

22.0 9 14.8 15 22.1 

100.0 61 100.0 68 100.0 
9.4 10.5 
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difficult to implement in view of present 
attitudes held by many physicians. The 
attitude of “total responsibility” that 
characterizes the treatment approach of 
general practitioners probably limits the 
number of referrals they make to persons 
competent to deal with emotional illness.* 


Conclusions 


In general, the treatment and help- 
seeking experiences of patients and their 
families fail to show that recent changes 
advocated in hospital regime and release 
practices have been accompanied by pro- 
grams which effectively extend the thera- 
peutic process into the community or in- 
clude families of patients as part of a 
broadened treatment base. It may be, 
of course, that contact with professional 
persons in the community and the use of 
outpatient services at hospitals on a 
voluntary basis occur only after the pa- 
tient has been in the community for 
awhile. Evidence from our previous 
survey of families of 182 male patients 
who remained in the community for over 
one year suggests that this is not the 
case. For example, only about 10 per 
cent of these patients had contact with 
professional personnel subsequent to hos- 
pitalization, with the exception of medi- 
cal practitioners. 

Community agencies, whose resources 
are said to be seriously strained, may 
not actively encourage the participation 
of former psychotic patients in their pro- 
grams and may find it expedient to treat 
patients with less severe emotional con- 
ditions. In view of the need to dis- 
tribute services so that persons with the 
greatest rehabilitation potential receive 
priority, limited interest in severely dis- 
turbed patients possibly could be re- 


* The anxiety related to giving up the “total 
responsibility” for the patient has been ob- 
served in the early phases of a study of the 
attitudes of general practitioners toward psy- 
chiatric treatment by James B. Taylor of the 
Washington Public Opinion Laboratory, Uni- 
versity of Washington. 
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garded as a rational policy. The findings 
reported here should not be generalized 
to include patients with neurotic dis- 
orders who may present a different pat- 
tern of treatment experience. 

Another possible reason for the limited 
contact with professional personnel in the 
community is the low socioeconomic 
status typical of patients in the study 
group. It may be that more community 
treatment is offered to and received by 
patients hospitalized in private insti- 
tutions, as well as their relatives. Re- 
search in New Haven, Conn., indicates, 
for example, that 21 per cent of schizo- 
phrenic patients in the two upper social 
classes are treated by private psychia- 
trists, in comparison with less than 1 per 
cent in the lowest of the five social 
classes.” 

The key question, of course, is how 
can the continued community tenure of 
so large a proportion of patients be ac- 
counted for in view of the limited treat- 
ment they receive after hospitalization. 
As we have suggested, the continued 
community tenure of former patients 
appears to be primarily dependent 
upon the nature of their family settings 
and interpersonal relations within the 
family."” Indeed, lack of contact with 
professional persons may facilitate rather 
than impede the patient’s stay in the 
community. A_ large proportion of 
former patients who succeed in staying 
in the community for a year or more 
still continue to manifest bizarre be- 
havior, do not work, and are socially 
withdrawn.'"' It may be that if these 
sick patients or their relatives were in 
regular contact with professional per- 
sons, more patients would be rehospital- 
ized. The relative invisibility of most 
of these former patients to the larger 
community and to its psychiatrically 
trained persons may actually account in 
part for their low rates of rehospitaliza- 
tion. But the answer to the question of 
whether or not systematic community 
treatment programs would increase or 
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decrease the rehospitalization rate, or 
improve the functioning of former pa- 
tients, must await the implementation in 
practice of programs that currently exist 
only on the conceptual level. 
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Annual Report on Staff Activity 


An account of the work done by the 
headquarters and regional office person- 
nel of the American Public Health Asso- 
ciation during the past year is now 
available. Entitled “The American Pub- 
lic Health Association Staff Report 
for 1960,” it describes the numerous 
ways in which the responsibilites as- 
signed to the various professional and 
technical staff members and their assist- 
ants were carried out during the calen- 
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dar year. Since staff work is viewed in 
terms of functions basic to the Associa- 
tion, the report is supplemental in effect 
to the reports of the Chairmen of the 
Executive Board, the Technical Develop- 
ment Board, and the Standing Commit- 
tees for 1960, which are appearing in 
these columns. Requests for copies to 
Berwyn F. Mattison, M.D., Executive 
Director, APHA, 1790 Broadway, New 
York 19, N. Y. 
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W hat is consultation and how can this activity be carried out most effectively 
and fruitfully in public health work? This is the theme of this 


stimulating contribution from the last annual meeting. 


CONSULTATION IN THE PUBLIC HEALTH ENVIRONMENT 


Hazel Shortal, R.N., F.A.P.H.A. 


= THEME of this session, of great 
interest to public health workers 
today, had its origin in antiquity. People 
have been seeking, giving, and receiving 
advice, most often on an informal and 
unstructured basis, since the beginning 
of time. Through the centuries, the 
process has been formalized and made 
an integral part of the service provided 
by agencies in numerous fields. With 
this formalization, a fee for the service 
became common practice. This changed 
somewhat the position of the giver, for 
to place a monetary value on the services 
of the adviser implies purchase of a com- 
modity and, further, that this commodity 
has value to the purchaser. This is but 
one factor that has pointed up the need 
to improve the art of advising. Even 
more significant, | believe, as consulta- 
tion or advice-giving became increas- 
ingly available through various organiza- 
tions, was the recognition by professional 
people of the use of the consultation 
process as a method of working with 
others to achieve goals. As a result of 
this there has been an increased effort 
to delineate principles and explore the 
complexities of the consultative process 
and its use as a way of improving pro- 
fessional practice. 

The historical progress of this move- 
ment to the present-day enlargement of 
the field, and the employment of large 
numbers of public health workers with 
the title of consultant, would be an in- 
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teresting study, but this is not our 
purpose here. 

What seems more pertinent to our dis- 
cussion is how people become con- 
sultants, what happens to them as they 
assume the role, what happens to con- 
sultees, and to the services about which 
consultation takes place. In 1955, 
Maddux, in referring to medicine, psy- 
chiatry, public health, nursing, adult 
education, and social work, reported: 
“Training in consultation does not ordi- 
narily appear in the formal curriculums 
of the above disciplines but need for 
training in consultation is acknowledged 
in the literature and recognition of such 
need is further evidenced in occasional 
seminars and conferences on consulta- 
tion in the fields of social work and pub- 
lic health.”? 

Although people in educational pro- 
grams are giving increased attention to 
the subject, it is safe to say that the vast 
majority of people in public health pro- 
grams today, who are called consultants, 
have had little or no formal preparation 
in the subject. We are, therefore, a 
group of people who have prepared for 
our responsibilities through trial and 
error, independent investigation, work- 
shops, and by whatever other means 
have been available to us. I would 
venture that most of us became con- 
sultants because our agencies wanted to 
offer a service; we were available; we 
had professional competence in some 
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field of public health; and, hopefully, we 
had demonstrated some skill in the give- 
and-take of good interpersonal relation- 
ships. 

But I wonder sometimes if our ad- 
ministrators, and all of us who carry the 
title of consultant, in our actions sub- 
scribe to the process as described by 
Maddux,* Towle. Gilbert,4° 
others.®* Use of the consultation process 
may not be indicated or even possible in 
certain of our situations. It cannot be 
effective when used as a substitute for 
building competence ordinarily achieved 
through basic professional education. 
Consultation is not the method of work 
expected if our administrators or we feel 
the need for us to promote, control, and 
direct programs. | do not underestimate 
the importance in organizations of the 
functions just mentioned. But | think 
that we in the public health field should 
recognize that we may be helping to 
confuse the picture by using the title to 
describe a variety of duties and ways of 
work. It might be important sometime 
to examine these possible conflicts in 
terminology and job expectations. But 
here | will look at the process as it 
occurs when the consultee recognizes a 
problem, desires help, seeks the services 
of the consultant, works toward a solu- 
tion of the problem, and takes action 
within his own resources. 

I am convinced that this process is 
potentially one of the most effective 
methods we have to strengthen leader- 
ship and improve and extend health 
services. Like all communication, it 
contains elements of mental health for 
both the consultee and the consultant. 
As one who is engaged in consultation 
on problems other than those concerned 
with mental health programs, I would 
like to share some of my experiences 
and pose some questions as to how we 
can build positive mental health concepts 
through the medium of consultation. 

A number of years ago, when I was 
supervising nurse in a local health de- 
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partment and agencies were just be- 
ginning to make consultant services 
available, our director of nurses an- 
nounced at a supervisors’ meeting that 
a nursing consultant from a_ federal 
agency would soon be making a visit to 
us. We wondered why! Being nurses we 
felt quite familiar with the concept of 
consultation in medical situations in 
which physicians, confronted with com- 
plications in patients, sought out advice 
and guidance from specialists. We knew 
that in some instances this procedure 
was a one-time visit to the patient by 
the consultant with the attending physi- 
cian; in some instances it meant a con- 
tinuing participation of both physicians; 
and in others it resulted in the specialist 
taking over the complete medical super- 
vision of the patient. As nurses, we were 
aware of some of the benefits to patients 
from these consultations. We also knew 
that in some situations, even though the 
patient benefited, relationships between 
the two physicians became strained. 

And now we were to have a con- 
sultant—a nurse consultant—visit us. We 
related this to our knowledge of con- 
sultants from our past experiences. Had 
this visit been requested? By whom? 
What complications had we developed? 
Why was this consultant service avail- 
able—and from a federal agency! What 
would she consult about? 

We knew that our director had been 
critical of some of our work and the 
work of the staff nurses whom we super- 
vised. We also knew she was aware of 
some of our adverse reactions to her 
methods of administering the nursing 
unit. This made it difficult for us to ask 
questions freely or to express the mis- 
givings we were experiencing as a result 
of the announcement. We sensed that 
our director was also a bit worried and 
upset about this visit. She, too, was 
wondering what a nursing consultant 
would do. Yes, she had asked for the 
visit upon learning of the availability 
of consulting services. She said she had 
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done this partly because she hoped she 
could get help with some of our program 
activities and partly because it seemed 
the thing to do. In doing so she had not 
given much thought as to what benefits 
and limitations might result. It was 
apparent that she had not anticipated 
how we would feel and how we would 
react. 

That this was to be an exploratory 
visit by a person almost as new to the 
concept of agency consultation as we 
were did not occur to us. We did not 
think she would have concerns about the 
visit. After all, she was a consultant 
and consultants were supposed to know 
all the answers! What answers? Were 
we seeking answers? Well, yes, we 
were—well, maybe not; but we had been 
feeling pretty uncertain about many 
things in the work situation. We had 
some questions about how much help we 
were really giving the staff nurses as 
they worked through health problems 
with families; we were puzzled about 
how to handle reactions of some of the 
nurses toward the families and_ the 
families’ responses to health teaching. 
We had some questions about the ad- 
ministrative practices of the agency. 
Maybe this consultant could solve some 
of those problems for us. 

We had begun to see some purpose in 
the visit, and by the time the consultant 
arrived we were actually ready and wait- 
ing for her to answer our questions. 

To our great surprise and immediate 
disappointment she did not attempt an 
answer to any questions put to her. In- 
stead, every question directed to her was, 
in turn, restated in a way that brought 
us to some better understanding of why 
the question existed; how we had con- 
tributed to the situation; what we 
thought would be a good solution. She 
made no decisions for us, made no at- 
tempt to impose her thinking on us; but 
she gave us every assurance of her 
respect for our feelings, our apprehen- 
sions, and our problems. At the termina- 
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tion of her visit we concluded that we 
liked consultation visits; we could gain 
much from them; and we thought that 
as emphases in public health changed 
and services enlarged, we would like to 


have more consultation visits. 

I do not know what thoughts were in 
the consultant’s mind during that visit. 
Perhaps we were too wrapped up in our 
own concerns to care. 

But now, I want to tell of another 
experience. Ten years later | had an 
opportunity to look at the other side of 
the picture when | was invited for a 
consultation visit. It was one of my first 
requests after being employed as a con- 
sultant, and as one might suspect | was 
anxious to do a good job in the eyes of 
my own administrator as well as those of 
the person requesting the visit. 

I had been told that the medical di- 
rector of a special program in a state 
health department wanted me to help her 
improve her program through securing 
more active participation of the nurses 
in local areas. Those who are aware of 
all the program demands on nurses’ time 
know, I am sure, some of our frustra- 
tions when we hear the statement. But, 
because | was now a consultant in this 
specialty, | had an added concern. I, 
too, wanted all the participation from 
nurses that could possibly be obtained. 
I wanted my own professional group to 
share not only the responsibilities of 
program activities and goals, but | 
wanted them to do this in an outstanding 
way. This request, then, was a_ real 
challenge to me and I readily accepted 
the invitation. 

As a consultant I found that I had 
some of the same questions we had as 
consultees, but with a somewhat differ- 
ent focus. I wondered why this visit 
had really been requested. To what ex- 
tent might my services have been urged 
on the consultee—and by whom? Had 
the director of nursing service been in- 
volved in any way in planning for my 
visit? Would she think I was interfer- 
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ing? What would be my relationship to 
her office in this visit? I wondered, 
too, what the staff nurses’ reactions 
would be toward me, since the invitation 
itself had negative implications regard- 
ing them. Would | appear to be an ally 
of the director, extending the pressures 
on them? 

I knew that some criticism had been 
made of the program director. | 
wondered how this knowledge would 
affect my ability to work objectively 
with this physician as we examined ways 
of obtaining greater nurse participation. 

After obtaining as much information 
as I could in our office, | kept my ap- 
pointment in the state. I had the usual 
uneasiness associated with moving into 
a new situation where one has limited 
knowledge as to what has been happen- 
ing and what might be contributing to 
the problem. This uneasiness was greatly 
increased when I learned that the di- 
rector of nurses would be absent not only 
from this first conference, but that she 
would be away from the office during my 
entire visit. 

Did this put me in a somewhat un- 
tenable position with my own profes- 
sional counterpart? There was little 
opportunity to think about this question 
as the physician moved quickly to a 
review of statistical data indicative of 
the present status of the program, and 
said that if those local nurses would 
only take more interest ip the program, 
she could give me a better report. The 
problem seemed to be that the other serv- 
ices had precedence in the apportion- 
ment of the nurses’ time and, although 
this program director had told the nurses 
how she felt about this, there had been 
no change. 

Then she asked for suggestions. I 
said that I felt I did not have sufficient 
understanding of the problem as yet and, 
with her permission, I would like to ask 
her a few questions. After answering my 
inquiries, she again made a request for 
suggestions about how to get greater 
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nurse participation. What would have 
happened if | had resisted this pressure 
can only be conjecture now, because | 
reacted by proposing a plan. It seemed 
to me, as we talked, that the nurses had 
had little opportunity to improve their 
knowledge and skills in this area, so my 
suggestion related to how and where 
inservice education might be instituted. 
The director rejected this. There was 
no staff to do the training. They did 
not have the money to do it. The place 
| had suggested as a training center 
could not accommodate them. And, 
anyway, this was a rural state and the 
plan would not work. 

This director did have a problem and 
I tried to find ways of giving support, 
but as I listened I felt that the problem 
had greater dimensions than simply gain- 
ing increased nursing participation. Did 
the director really want more nurse par- 
ticipation or was this a part of a defense 
matrix she had woven to cover lack of 
success in her program? With the de- 
velopment of this thought, | wondered 
whether my own feelings and attitude 
would block my effective participation as 
a consultant. I turned my efforts to try- 
ing to help the director look at other 
aspects of the program, and we began to 
discuss some of the possible blocks and 
facilitators to program planning. But 
as we did this, | asked myself: Am I 
the person to do this? Does the director 
need the type of assistance I can give? 
Would it be appropriate to suggest 
another consultant at this point? What 
would it do to our future relationships? 

I chose to tell you about these two ex- 
periences because I think they reveal 
many mental health implications for 
consultees and consultants. In the first 
instance, lack of confidence in our own 
performance, in our director, and per- 
haps in each other was magnified with 
the threat of an outsider coming to the 
agency, with, to our knowledge, no par- 
ticular purpose in her coming. Our first, 
natural response was to resist and ob- 
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struct; but the director had already 
issued the invitation, so we could only 
comply with the plan. Relations between 
the director and the supervisors became 
more strained as questions were raised. 
When the director tried to defend her 
decision, we took the offensive and re- 
vealed some of our attitudes toward her 
and toward authority. Yet, in spite of 
our feelings and behavior, we were able 
to introduce some objectivity into our 
thinking about our problems and to 
reach some agreement as to what we 
hoped would result from the visit. 

In the second instance, I felt that a 
diagnosis of the entire problem was not 
realized. | had some question as to 
whether I could do this effectively. 
Usually, as consultants we have profes- 
sional competence in a public health 
discipline. It is natural that with this 
competence we have a professional stake 
in the field and we want our own profes- 
sion to develop, to advance, and to make 
maximum contribution. When the blame 
for program failure was placed on the 
nurses, | felt uncomfortable and looked 
for ways to minimize this attack. When 
this happens, the focus may move from 
the consultee and his problems to the 
consultant and his problem. 

In both the situations described the 
visits were requested by the consultees, 
although in the first case not all the con- 
sultees were initially Both 
situations were in settings in which the 
consultants had no line authority; there- 
fore, the consultees were free to use or 
reject the advice of the consultants. In 
the diagnostic process emphases shifted. 
resulting in a change of focus in the first 
case from the group seeking answers to 
some attempt at participation in the 
problem analysis. In the second case, 
an attempt was made to broaden the 
analysis from a focus on a particular 
group to that of the total problem. 

Many years have elapsed since these 
visits were made and the cumulative ex- 
periences of both consultants and con- 


involved. 
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sultees have given us more definitive 
dimensions regarding consultation prac- 
tices. Time could be spent in reviewing 
and examining some of these dimen- 
sions, but this would be repeating what 
has been written and what is already 


known. 

Perhaps it is sufficient to say that 
from my experience the greatest satis- 
faction results when the consultee: (1) 
maintains a readiness and willingness to 
improve present activities and explore 
possibilities for new activities; (2) con- 
tinually evaluates work situations to de- 
termine the need for consultative assist- 
ance; (3) plans for ways in which con- 
sultant services can be used; and (4) 
makes own decisions for action after 
consultation has taken place. 

And when the consultant: (1) enters 
the setting in terms of existing need; 
(2) is prepared to shift emphasis as 
progress (or lack of it) appears; (3) 
knows when he can contribute to the 
situation and when to call in others; and 
(4) can release himself from the setting 
when the consultant function is no longer 
indicated. 

Throughout this presentation I have 
Now. 
in summary, I should like to direct some 
questions to you who read this: 


revealed questions put to myself. 


1. What do administrators expect of their 
consultant employees? Of consultants who 
are available to them from other agencies? 
Are these expectations compatible with the 
concepts of consultation as defined by leaders 
in the field? 

2. What contributions can the fields of psy- 
chiatry, psychology, and social work make to 
the field of public health consultation? How 
can we strengthen and broaden our communi- 
cation channels so that mental health con- 
cepts can be used more effectively in all pub- 
lic health work? 

3. Is there a body of knowledge in consulta- 
tion that can be articulated in programs of 
study for professional public health workers? 
Should this be a part of the core curriculum? 
Or if not, where and how should this knowl- 
edge and these skills be developed? 

4. And for those of us who practice consul- 
tation, what are the challenges in giving the 
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consultation process greater depth? Can we 
content ourselves with the success that comes 
from building strength in, and giving support 
to, our consultees, who in turn will enjoy the 
satisfactions of achievements in programs? 
Can we be sufficiently objective to record our 
consultation activities—those that reveal 
failures as well as successes—as a means of 
gaining greater understanding of what happens 
in consultee-consultant interactions? And 
lastly, are we sufficiently secure to permit our 
experiences to be used by educators as teach- 
ing material in the university curriculums? 
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School Health Practices: Resolved 


The Joint Committee on Health Problems in Education of the National Educa- 
tion Association and the American Medical Association draws attention to a published 
statement of its 1961 resolutions on school health practice. Topics of the resolutions 
are girls’ athletics, rebound tumbling, recruitment for careers in health, health educa- 
tion for teachers, smoking, school lunch, schedule fatigue, mental health, and safety 


seat belts. 


JCHPE urges educators and physicians to give careful consideration to 


these recommendations as “important aspects of the school health program that 
should be implemented at the earliest possible opportunity.” 

Readers are referred to Donald A. Dukelow, M.D., Secretary, JCHPE, 535 
N. Dearborn St., Chicago 10, Ill, for copies of the statement. 
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Who is a mental health consultant? What does the consultant do? And 


how does he do it? 


These questions have been raised by various 


people, but as yet there is no general agreement on the answers. 


A useful discussion of a number of the points at issue is 


offered here on the basis of experience in New 


York and other states. 


CONSULTATION AND MENTAL HEALTH PROGRAMS 


Hyman M. Forstenzer, M.S., LL.B., F.A.P.H.A. 


[ne 19th century reform movement in 
the field of mental illness culminated 
in New York State in the passage in 
1890 of the State Care Act. By this act 
responsibility for the care of the 
mentally ill was taken from local govern- 
ment and given to the state. By statute 
and practice, the concept that the 
mentally ill are wards of the state spread 
through most of our states. With its 
spread and perhaps largely as a result 
of it, the administration and operation 
of mental medical care programs became 
centralized, specialized, and_ isolated 
ixom all other health and welfare pro- 
grams whose operational base is in the 
hamlets, villages, townships, and cities 
the communities in which we live. 
The rejection of the problem of mental 
illness by the general population and by 
most professional workers had many 
causes. We are all familiar with those 
which stemmed from cultural attitudes 
and fears, and from the lack of knowl- 
edge concerning the etiology of most 
mental illnesses, and the resultant ab- 
To these. 
however, must be added the ease with 
which financial responsibility for the 
direct costs of mental illness could be 
shifted from individuals and from local 
communities to state government in most 


sence of definitive treatment. 


parts of our country for most of the past 
hundred years. 

Significant developments in psychiatry 
and related fields in the 20th century 
coincided with growing public recogni- 
tion of the size of the mental health prob- 
lem. It is interesting to speculate about 
what possible changes in attitudes 
toward mental illness occurred among 
the more than a million and a_ half 
American families whose sons were re- 
jected for neuropsychiatric reasons by 
the Selective Service System before in- 
duction in World War II and, especially. 
among the families of those rejectees for 
whom hospitalization was either not in- 
dicated or not available. At any rate. 
heightened interest in mental health in 
the 1940’s and 1950's is an incontro- 
vertible fact. 

One result of this increased interest, 
facilitated by technological advances and 
a surge of faith and optimism about the 
effectiveness of psychiatric treatment, is 
the development of local community 
mental health programs. The passage of 
the New York State Community Mental 
Health Services Act in 1954,' followed 
by similar legislation in more than a 
dozen other states, has opened the way 
for experiméntation and demonstration 
in the nature, scope, and operation of 
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community mental health programs. No 
standard pattern for such programs ex- 
ists and, therefore, it is not possible to 
describe definitively the role of any par- 
ticular agency or profession in them. 
However, the new community mental 
health programs in New York and other 
states are based on premises which per- 
mit the formulation and testing out of 
hypotheses concerning the roles and re- 
sponsibilities of all of the service profes- 
sions. 

A major premise of the New York act 
is that although the treatment of mental 
illness is primarily the responsibility of 
psychiatry as a specialty in medicine, 
together with the related clinical dis- 
ciplines, the prevention of these disorders 
is a shared responsibility of all the serv- 
ice professions. Thus, a comprehensive 
program for the control of mental dis- 
orders requires the combined efforts of 
health, education, welfare, judicial, and 
correctional agencies, both public and 
private. Under this premise the entire 
range of helping services and _profes- 
sions, most if not all of whom operate at 
the community level, is called upon to 
accept again or perhaps for the first 
time a substantial role in mental illness 
and mental health. 

A need then arises for redefining re- 
sponsibilities, authority, and functions 
and for establishing new and mutually 
helpful relationships among service 
agencies and professions. In New 
York’s program two ways to meet this 
need are provided. The multimember 
mental health board, with required rep- 
resentation from many service groups, is 
intended to meet this need at the plan- 
ning and policy making level. At the 
operational level, consultation is declared 
to be one of four categories of com- 
munity mental health services for which 
state aid is available. 

Section 191 of the New York act 
enumerates the facilities and services 
for which communities may be reim- 
bursed. Clause 1-d reads: 
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.. consultant and educational services 
furnished by qualified mental health personnel 
under the jurisdiction and supervision of the 
board to schools, courts, health and welfare 
agencies, and other appropriate agencies or 
groups authorized by the commissioner.” 


In the surveys and studies by the 
Mental Health Commission which pre- 
ceded the passage of the act, many pro- 
totypes of mental health consultation to 
health, welfare, and educational agencies 
and institutions were found. Functions 
and processes of the consultants varied. 
Two characteristics stood out: All were 
considered integral to the prevention of 
mental illness and the promotion of 
mental health; all had a side effect of 
increased case finding. Despite the 
paucity of evaluative studies of either 
mental health consultation or education 
programs,” the assumption that these 
activities are preventive or prophylactic 
was,strong enough to include them in 
the prosrams of most of the states. 

Ih the New York regulations govern- 
ing state aid, consultant services are de- 
fined as follows: 


“3.41. For the purposes of this program, con- 
sultant services shall those services 
rendered by qualified mental health personnel 
to professional staffs of welfare agencies, 
schools, courts and health departments or 
agencies to assist the agency seeking the con- 
sultation in the following ways: in a de- 
termination of the mental status of a person 
being served by the agency; to ascertain the 
ability of an individual to profit from the 
usual services rendered by the agency; and to 
determine the extent to which the individual 
can fit into the agency's regular and usual 
practices.” 


At the outset, concern about the case- 
finding effect of consultation resulted in 
limiting those who may serve as con- 
sultants as follows: 


(Regulation 3.43). “Reimbursement for ex- 
penditures for consultant and educational serv- 
ices shall be limited to consultant and educa- 
tional services which are conducted by the 
staffs of psychiatric agencies the expenditures 
for which are reimbursed under this program 
and other qualified mental health personnel 
who are connected with an approved psy- 


chiatric agency or who are engaged in the 
clinical practice of psychiatry.” 

Several years of experience proved 
that communities do not set up con- 
sultant services until after they have 
established a clinical service, almost in- 
variably an all-purpose, three-discipline 
outpatient clinic operating along tradi- 
tional lines. Still following tradition, 
the clinic or clinics (and there is no sig- 
nificant difference no matter what the 
number of clinics may be) soon develop 
waiting lists. Then consultant services 
are organized. In the fifth year of our 
New York program, the category of 
service which had the largest percentage 
increase (200 per cent) was mental 
health consultation. On June 1, 1960, 
then, our regulation was changed to 
make eligible for service as consultants 
all professionals engaged in mental 
health work who meet the requirements 
of supervisory personnel for licensed 
psychiatric clinics. 

Despite this broadening, our require- 
ment that the mental health consultant 
be a person with clinical training and 
experience in treating mental disorders 
remains. This immediately raises a 
cluster of questions about mental health 
consultation. Who is qualified—to do 
what—and how? As stated earlier, a 
major purpose of the inclusion of con- 
sultation in the New York program is to 
facilitate the forming of helpful rela- 
tionships between mental health special- 
ists and service agencies in order to 
develop a comprehensive program of 
prevention, treatment, and_rehabilita- 
tion for the control of mental disorders. 
The mental health specialists for this 
aspect of our program are, by our defini- 
tion, clinicians. This reflects our opinion 
that although most clinical training pro- 
grams do not provide training in mental 
health consultation, clinicians can learn 
through experience the necessary tech- 
nics and acquire knowledge and under- 
standing of the purposes, practices, and 
resources of service agencies. On the 


other hand, nonclinicians who act as 
mental health consultants do not develop 
clinical judgment in the process. 

The interdependence of role (who?), 
function (what?), and process (how?) 
in consultation is described by Ruth 
Gilbert in an article which was reprinted 
and circulated by the Public Health 
Service.5 She points out that the well- 
established concept of “pure” consulta- 
tion implies that the consultant is “staff” 
and has no agency decision-making 
power and the consultee is a member of 
“line” organization or sometimes the 
entire “line” organization, the agency 
as a whole. Miss Gilbert cites as an 
example of “pure” consultation the work 
of the psychiatrist who is employed on a 
part-time basis to consult on cases and 
sometimes on policy in a community 
agency. The psychiatrist in her example 
has no decision-making power in the 
consultee organization and differentiates 
his functions from those of the super- 
visors of the case workers or nurses in 
the agency. She goes on to say: 

“On the other hand, in certain other pro- 
fessions the concept of ‘pure’ or ‘staff con- 
sultation is by no means taken for granted. 
Practices vary in this respect even within these 
professions. This is so in nursing, where 
consultants have been in the picture for 
decades, long before a theory of consultation 
was available which bid fair to become com- 
mon property among the professions. For ex- 
ample, in public health nursing, when new 
medical and public health and nursing ad- 
vances necessitated rapid development and in- 
corporation of nursing service programs, nurs- 
ing consultants in such special areas not only 
brought requisite new knowledge to nursing 
staffs but often were employed to supervise 
the specialized aspect of the new program or 
activity, sometimes temporarily as a demon- 
stration but in other instances as an on-going 
part of their work.” 

From the very earliest development of 
the New York State community mental 
health program right up to the present, 
we have had mental health consultant 
nurses on our staff. Although at times 
they function as consultants as defined 
in our state aid regulations, most of their 
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activities cluster around mental health 
training and education. They are as- 
signed to the State Health Department 
and function in the main in the same 
manner as nursing consultants in the 
other special areas. Within our own 
staff structure, they are responsible to 
our director of professional training and 
education. We have another group of 
people on our staff who are frequently 
referred to as mental health consultants 
and who rely almost entirely on consul- 
tation process to carry out their func- 
tions. But their functions involve evalua- 
tion of community services and enforce- 
ment of standards as well as advising 
community mental health boards in de- 
veloping programs. They are all clini- 
cally trained, but their functions are not 
those intended by the mental health con- 
sultation provisions of our act. 

Gerald Caplan, who has contributed so 
much to the development of a systematic 
framework for mental health consulta- 
tion, differentiates consultation from edu- 
cation, while pointing out that because 
of its educational goal it can be classi- 
fied as one method of inservice training.® 
He defines mental health consultation as 
“an interaction process taking place be- 
tween two professional workers, the con- 
sultant and the consultee. In the inter- 
action the consultant attempts to help 
the consultee solve a mental health prob- 
lem of his client or clients within the 
framework of his usual professional 
functioning. The process is designed so 
that while help is being given to the con- 
sultee in dealing with the presenting 
problem, he is also being educated in 
order that he will be able in the future 
to handle similar problems in the same 
or other clients in a more effective man- 
ner than in the past.” 

I propose that a sharper differentia- 
tion of consultation from inservice edu- 
cation and training is needed at this 
time. The manpower problem in the field 
of mental illness and health is acute and 
no solution is in sight. Appropriate use 
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of clinically trained personnel is vital. 
Consultation is an appropriate use. In- 
service training, except for limited in- 
volvement, is not. Many nonclinicians 
are better equipped than clinicians to 
carry on inservice training. An example 
of the appropriate use of both groups in 
inservice mental health education for 
public health nurses was reported by the 
agency headed by Dr. Blum, the Contra 
Costa (Calif.) Ccunty Health Depart- 
ment.’ The educational responsibilities 
here were carried by the nursing educa- 
tional director and the nurse mental 
health consultant. Patient evaluation 
was done by the consultant psychiatrist. 

Caplan lists four categories of the 
special type of mental health consulta- 
tion he has developed. I have no trouble 
with three of them. The first is help 
with case insight, which in our New 
York definition is referred to as help in 
determining the mental status of a person 
being served by the agency. The second 
Caplan calls action help, which is re- 
ferred to in our definition as ascertain- 
ing the ability of an individual to profit 
from the usual services rendered by the 
agency. This may involve help in de- 
veloping resources within the consultee 
agency or help in referring to appro- 
priate special resources on the outside. 
A third category is referred to by Caplan 
as help with social system problems. Ex- 
perience in our state indicates that the 
consultant frequently needs to evaluate 
not only the consultee and the client but 
also the agency’s practices and demands 
and to learn what they mean both to the 
users of the service and to those who 
give the service. If the evaluation re- 
sults in a conclusion that certain agency 
practices produce tension and create 
problems, there is an obligation on the 
part of the consultant to communicate 
this to the agency’s administrators. 

Most consultants functioning in our 
state find it too difficult to accept and 
use Caplan’s fourth category—help with 
consultee crisis—and I share many of 
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their reservations although I find it 
difficult to challenge the major theoreti- 
cal premises of the technic. There is 
widespread consensus on the preventive 
value of the services of a community's 
helping professions to people in periods 
of crisis such as childbirth or loss of a 
mate by an older person or the many 
other life situations which produce emo- 
tional stress. But there is much less 
acceptance of the transposition of this 
concept to the crises in the work situa- 
tion of the helping professions. Obviously 
there are such crises, but to what extent 
can we afford to build a program of 
mental health consultation on them? 

One of my reservations relates to the 
difficulty of drawing a line between this 
form of consultation and psychotherapy. 
The difficulty is underscored by the re- 
peated differentiating efforts in the 
articles describing the process by Cap- 
lan,® and others.* Psychotherapy still 
has great seductive powers and [| fear 
that the difficulty of differentiating by 
definition is compounded in practice. 
While there may be some economy in 
helping service professionals with their 
job-connected emotional problems in- 
stead of working with the usual case load 
of community psychiatric clinics, | am 
not sure either of its effectiveness or of 
its priority rating in the present acute 
manpower shortage. Caplan states that 
the average number of consultation visits 
per consultee problem has been three to 
five. A description by Bindman of a 
consultee crisis case in the Massachusetts 
program raises for me many questions 
about the amount of a clinician’s time 
involved in this process.® 

Of the four functions of consultants 
enumerated by Ruth Gilbert®—evaluat- 
ing, advising, teaching, and acting as 
liaison—I would prefer to assign the 
lowest priority to teaching. This includes 
the teaching of the use of self as well as 
of content material in personality de- 
velopment. I thoroughly agree with Cap- 
lan’s position that mental health con- 


sultation should not substitute for system- 
atic training of “care-taking agents” in 
their professional education so that they 
may operate effectively in the mental 
health field. I prefer that it not be used 
even as a temporary supplementation 
which should be the function of profes- 
sional educational personnel responsible 
for inservice training. To borrow a leaf 
from crisis consultation technics, | feel 
we need to permit tension and anxiety 
about inadequacies of professional edu- 
cation to grow and intensify if we are to 
eliminate some of the “depersonalizing” 
aspects of many of our professional 
schools, including medicine, nursing, and 
teacher education. 

I am not sure that I favor the develop- 
ment of a new category of mental health 
consultants, especially, if they are to be- 
come completely separated from clinical 
functions. Massachusetts adds a new 
fourth member to the traditional child 
guidance clinic team. Does this mean 
that the other three members give up all 
or part of their previously accepted 
responsibilities for consultation? My 
experience has confirmed an early im- 
pression that full-time mental health con- 
sultants lose effectiveness and that the 
consultant should not be on the staff of 
the agency receiving the consultation or 
responsible to its administrative head. 

The annual release rate from public 
mental hospitals is rapidly approaching 
200,000. Returns to community from 
psychiatric divisions of general hospitals 
are at least as numerous. In addition to 
this rapidly increasing number of people 
in our communities with diagnosed 
mental illness, there are countless others 
with severe undiagnosed mental disorders 
who are being cared for by the various 
health and welfare services in our com- 
munities. Ilse Wolff's study of mentally 
ill patients under care of public health 
nurses in Connecticut bears out the pres- 
ent heavy involvement of this “care- 
taking” group in mental illness.® 

Changing professional and public atti- 
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tudes toward hospitalization for mental 
illness, in particular the growing recog- 
nition of the disability inducing aspects 
of long-term hospitalization, coupled 
with growth of public, tax support for 
community mental health programs make 
it mandatory that communities readjust 
their agencies and institutions to handle 
this new phenomenon—the presence of 
large numbers of known mentally ill 
persons in our communities.’° Mental 
health consultation can be of great value 
in effecting the necessary reordering of 
agency roles and functions. 
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Recognition that the social scientist may have something to contribute to 
public health raises the question of how and where he may best be 
brought into the public health team. Consideration of this 

question in an objective way leads the author of this 


paper to offer some very sensible advice. 


PUBLIC HEALTH AND BEHAVIORAL SCIENCE: 
THE PROBLEMS OF TEAMWORK 


George Foster, Ph.D. 


: THE social scientist, the profession 
of public health is noteworthy be- 
cause, at an earlier time and to a greater 
degree than characterizes most other pro- 
fessions, it has recognized that its prob- 
lems are social and cultural as well as 
clinical and technical. For a good many 
years now, sociologists, anthropologists, 
and psychologists have cooperated with 
health personnel in a variety of national 
and international programs. We be- 
havioral scientists have studied the 
beliefs about illness and health practices 
of minority groups in the United States, 
and we have carried out similar research 
in Latin America and in parts of Asia 
and Africa. We have learned much 
about traditional concepts of what con- 
stitutes health and illness, and we have 
seen how undesirable customs can be 
modified in the direction of scientifically 
apr oved forms. The social structures 
of hospitals and psychiatric wards have 
become well known, and the profession 
of nursing has received much attention. 
A new subdiscipline, medical sociology, 
has emerged, as institutional recognition 
of the importance of the collaborative 
roles of medical and health personnel on 
the one hand, and behavioral scientists 
on the other. Today I attempt to out- 
line some of the conditions which seen 


to me necessary for profitable teamwork, 
and to point out the dangers and pitfalls 
which, if unrecognized, may trip us up. 

Two things about the title of my paper 
are important. First, the term “be- 
havioral” rather than “social” sciences 
is used. The behavioral sciences are 
social sciences, but they represent a more 
limited and cohesive field of interest 
than the totality of social sciences. In 
the narrow sense we mean particularly 
anthropology, sociology, and psychology. 
Certain areas in these fields overlap to 
the extent that disciplinary boundaries 
disappear, and the scientist working in 
an action program finds himself drawing 
indiscriminately on the knowledge and 
technics of all three. Anthropology is 
concerned with culture, the learned and 
shared forms of behavior of the mem- 
bers of a group. Sociology is interested 
in the structure of this group, which it 
calls society. It deals with concepts such 
as status and role, and with the relation- 
ships that exist between the individuals 
who occupy each niche. Psychology is 
concerned with the learning process, 
with the nature of perception, and with 
individual and group motivation. Scien- 
tists in all three fields direct their atten- 
tion to the ways in which social and 
cultural change come about. Economics, 
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political science, and law are also some- 
times considered to be behavioral sci- 
ences; certainly their subject matter 
bears directly on health programs. But 
for reasons of economy of time, and my 
own area of competence, I shall consider 
only the three fields just outlined. 

The second thing to note in the title 
of this paper is the word “teamwork.” 
This implies the participation of public 
health workers and behavioral scientists 
in joint programs probably, al’hough not 
absolutely necessarily, within the frame- 
work of a single administration, but cer- 
tainly with a high degree of interaction. 
This is important, because a great deal 
of the behavioral science research that 
has been done in the fields of public 
health and medicine has not been done 
through the team approach. Rather, be- 
havioral scientists have studied certain 
aspects of health programs and medical 
programs in much the same way that 
they study Mexican villages or American 
social institutions. That is, they look in 
from the outside. This approach has 
much to recommend it, particularly the 
fact that it may make for maximum ob- 
jectivity, and a good deal of excellent 
work has been done in this way. I 
certainly do not suggest that this method 
be abandoned. 

At the same time, the mere fact that 
the behavioral scientist is an outsider 
places him under certain handicaps. It 
is more difficult for him to identify with 
the health team and its goals, and his 
purposes will always be suspect in some 
degree. Sometimes it looks as if he is 
in a position in which, if anything goes 
wrong, he can quietly disappear, leaving 
the local group to hold the bag. In my 
experience some of the most effective 
and mutually profitable work has been 
done when behavioral scientists and pub- 
lic health workers are really members of 
the same team, and perhaps paid out of 
the same budget. The role of each mem- 
ber can then be clearly spelled out, and 
there should be no doubts about rights 
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and obligations of every participant, 
doubts which, on some occasions, have 
affected research adversely. 

In my experience, regardless of ad- 
ministrative forms, effective teamwork 
and a satisfactory working relationship 
between behavioral scientists and public 
health personnel are most apt to occur 
when two basic requirements are ful- 
filled: 

1. The participants from each field must 
have a clear understanding of the philosophy 
underlying the work of the other, and of the 
values and goals attached thereto. Not only 
must there be understanding, Sut there must 
be acknowledgment of the importance and 
legitimacy of these values and goals. 

2. There must be agreement on and under- 
standing of the implications of the goals pur- 
sued in joint research involving public health 
personnel and behavioral scientists. Team 
members from both groups must feel that the 
problem is important, and that from their 
point of view it lends itself to profitable re- 
search. 


The fact that these requirements must 
be spelled out indicates that in some co- 
operative ventures misunderstanding has 
resulted because of poor communication 
between behavioral scientists and public 
health practitioners. On some occasions 
behavioral science has been oversold, 
and then its failure to produce the con- 
crete results expected by health workers 
has created disappointment and perhaps 
resentment. On the other hand, be- 
havioral scientists have been upset to 
learn that very specific and precise 
answers may be expected of them, 
answers which in the present state of our 
knowledge cannot be given. Experience 
to date shows that interdisciplinary team- 
work is seriously hampered when there 
is not a clear understanding on each side 
of the goals, methods, and limitations 
that characterize the other team. If we 
consider briefly certain characteristics of 
behavioral science and public health, the 
reasons why it is difficult to meet these 
two requirements may become apparent. 

Anthropology, sociology, psychology, 
and public health are all sciences. But 
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the way in which they operate are very 
different. The behavioral sciences are 
disciplines and not, properly speaking, 
professions. The underlying assumption 
that characterizes academic disciplines is 
that the search for knowledge represents 
the highest value. The work of this kind 
of a scientist is exploratory; he wants 
to find out, to know, he wants to order 
knowledge in meaningful patterns; he 
wants to build theory. He is not im- 
mediately concerned, as a scientist, with 
the goodness or badness of his dis- 
coveries, nor with their immediate prac- 
tical utilization. 

The practice of public health, on the 
other hand, is a profession. It draws 
upon the scientific knowledge of a num- 
ber of fields, especially medicine and en- 
gineering, but it differs from academic 
disciplines in that it is a directly applied 
venture. The existence of a public health 
organization means that health problems 
have been defined, that it has been 
deemed desirable to solve these prob- 
lems, and that a bureaucracy has been 
created to work toward the solution of 
these problems. A basic value judgment 
is implicit in all work: Health is better 
than illness, and every effort should be 
made to banish the latter. 

In other words, an academic discipline 
stresses theoretical research, while a pro- 
fession stresses goal-directed practice. 
The two aims are by no means mutually 
exclusive, but they are different. When 
the two aims are pursued in a common 
project, a reconciliation of interests is 
essential, and this reconciliation is best 
spelled out in the planning stage, rather 
than at a later time when program par- 
ticipations realize they are working 
toward very different ends. 

Not only are the aims of disciplines 
and professions distinct, but the ego- 
satisfying criteria are also different. Pub- 
lic health personnel feel gratified when 
they know they have raised the level of 
health in their jurisdiction through their 
efforts, and that this success is recog- 


Behavioral 
scientists feel gratified when they feel 
they have made new contributions to 
basic science, and when these contribu- 
tions are acknowledged by their col- 


nized by their colleagues. 


leagues. The distinct ways in which 
professionals and _ research scientists 
achieve status in their fields obviously 
have an important bearing on how they 
view their roles, and what they hope to 
accomplish, in a cooperative program. 

What are the practical implications of 
differing criteria for productive inter- 
disciplinary teamwork? First of all, it 
seems to me, unusual care must be exer- 
cised in selecting personnel. Many be- 
havioral scientists simply are not fitted 
temperamentally to work in_ public 
health—or other action programs. They 
feel that such activities are sterile in so 
far as significant new theory is con- 
cerned, and that it involves nothing more 
than the application of knowledge al- 
ready acquired. They feel it is second 
class science. These workers fail to 
understand how behavioral science re- 
search in public health can feed data 
back into the basic scientific corpus of 
their fields, thereby contributing to the 
building of new theory. There are, I 
imagine, highly competent public health 
personnel who are dubious about the 
contributions of anthropologists or 
sociologists to their work. Obviously the 
reluctant behavioral scientist and the 
dubious public health officer should not 
be combined in a common program. 

In order for a behavioral scientist to 
work effectively on a public health team, 
he must see ways in which, through this 
work, he can make original contributions 
to knowledge. But also at least a bit of 
the traditional enthusiasm of the profes- 
sion of public health must have rubbed 
off on him. He must be able to take 
satisfaction in seeing health goals ap- 
proached and achieved, and in feeling 
that his contribution has some small part 
in this success. It must please him that 
his theoretical knowledge and research 
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skills have practical use in working on 
contemporary problems. There is a bit 
of the quality of religious conversion 
here; one has to “see the light,” or at 
least a bit of it, and to feel enthusiasm 
and believe, if the best work is to be 
done. Above all, he must understand 
and be sympathetic to the set of values 
that channels the interests and work of 
his public health colleagues. 

Conversely, in successful teamwork the 
public health personnel who have most 
contact with behavioral scientists, and 
who sometimes set the terms of research, 
must have some understanding of the 
latter’s set of values, of the kinds of 
achievement that bolster his ego, of the 
manner in which he achieves stature in 
his field. They must realize that he is 
judged by his associates by different 
standards than they, and that if these 
standards cannot be met, he will be a 
frustrated and dissatisfied teammate, 
however well prepared he otherwise is. 
Practically, this means public health 
people must recognize that the successful 
behavioral scientist in their midst is one 
who not only takes pride in seeing health 
goals realized, but who has opportunity 
through publication to make his con- 
tributions known in his own field. 

Broadminded and tolerant people, who 
will accept their counterparts’ views on 
faith, if necessary, are essential to the 
best teamwork. Some of the kinds of 
research a behavioral scientist must do 
in cooperative programs may be disturb- 
ing to public health personnel. A physi- 
cian is apt to be upset when he first 
realizes that his behavior is as interest- 
ing to an anthropologist as is the be- 
havior of a migrant Mexican mother, 
and as important to the solution of many 
problems. The anthropologist, on the 
other hand, may be disturbed when he 
realizes that more is expected of him in 
the way of specific answers than he is 
able to give. He acknowledges himself 
a specialist in human behavior, and it is 
unsettling to find his competence ques- 
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tioned when he cannot give replies to a 
series of questions about behavior that 
appear elementary to the askers. 

If my analysis of this problem is 
correct, an important first step in co- 
operative programs suggests itself: A 
reasonably long period of mutual indoc- 
trination must be provided so that the 
behavioral scientist—whose experience 
in health fields is apt to be sketchy—may 
come to understand more fully the in- 
tellectual and professional framework 
within which all members of the public 
health team view their work. Simul- 
taneously, the physician, the public 
health nurse, the sanitarian—anyone in- 
volved in such a program—must make 
the effort to appreciate the behavioral 
scientist’s disciplinary orientation. A 
period of mutual indoctrination, in which 
each side comes to know the other, ap- 
pears to have been one of the most 
neglected aspects of public health—be- 
havioral science cooperative ventures. 

A second point of misunderstanding 
in public health-behavioral science 
teamwork is that not all of the problems 
that face the former lend themselves to 
research within the frame of reference of 
the latter. That is, there are some kinds 
of health problems in which the be- 
havioral scientist can be of great help; 
there are others where his contribution 
will be minimal. A recent summary of 
current and major problems outlined by 
state health officers, for example, lists 
the following as newly emerging health 
problems: sanitation, aging, chronic 
diseases, radiological health, air pollu- 
tion, mental health, medical and surgical 
care for the indigent, rehabilitation, 
urban and suburban expansion, and 
safety. Long-standing problems mem- 
tioned add tuberculosis, dental health, 
and maternal and child health to this 
list. 

Speaking now as an anthropologist, 
and from my own experience, I would 
say that problems where behavioral 
scientists can help are most apt to be 
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found in the fields of sanitation, mental 
health, tuberculosis, maternal and child 
health, and perhaps aging and dental 
health. The subjects that afford least 
opportunity appear to be air pollution, 
medical and surgical care for the in- 
digent, radiological health, rehabilitation, 
urban and suburban expansion, and 
safety. The common characteristic of 
the first category is that success is 
marked by changes in individual and 
small group behavior. That is, the target 
is immediate, tangible, and personal. 
Coercive legislation is largely absent. 
In the second category the targets are 
less tangible, and more impersonal, 
coercive legislation is often present, and 
major but specialized financial appro- 
priations are required to push forward 
the work. Legal, political, and economic 
factors intrude in the second category 
to a far greater extent than in the first. 

What I am saying is that, at our pres- 
ent stage of knowledge, behavioral scien- 
tists are better prepared to work with 
individuals, and with small, relatively 
homogeneous groups on a personal level, 
rather than with larger and more com- 
plex groups, and on an impersonal level. 
We are especially well equipped to work 
in those situations in which, to use 
Saunders’ apt phrase, there is a “cultural 
chasm” separating the innovating and 
the recipient groups, in which health 
personnel drawn largely from middle 
class American backgrounds work with 
ethnic minority groups or such special- 
ized occupational groups as migrant farm 
workers. We perform better in situations 
where social, cultural, and psychological 
factors hold the key, rather than where 
legal, political, and economic factors are 
dominant. Mutually profitable research 
can be designed around such problems 
as control of tuberculosis or improve- 
ment of MCH services, but I doubt that 
in the immediate future the behavioral 
scientist can be of much help on air or 
water pollution. 

This is not the place to suggest specific 
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team projects, but perhaps the kinds of 
work that appear to be potentially of 
greatest interest to all of us can be men- 


tioned. To date a high proportion of 
behavioral science research in health 
fields has been observational and descrip- 
tive. We know a good deal about health 
beliefs and habits of certain ethnic 
groups, of the social structure of hos- 
pitals, and of the mode of interaction of 
health personnel and clients. But rela- 
tively little experimental work has been 
undertaken. The time is ripe, it seems 
to me, to set up experiments in which 
one or more variables can be altered, 
and the results compared to the un- 
changed controls. In an MCH clinic, for 
example, modifications might succes- 
sively be introduced in such things as 
ways of receiving and enrolling new 
patients, in setting the interview with 
the nurse, and in the physician’s con- 
tact with the mother. This approach is 
likely to show ways to achieve a better 
clinic-patient relationship, as measured 
perhaps by a lower drop-out rate. To 
the behavioral scientist it offers the pos- 
sibility to test simple hypotheses about 
reactions to different stimuli against an 
unchanged background. Or, in chest 
x-ray campaigns different educational 
media might be used in a similar con- 
trolled fashion, and the results measured. 
In the final analysis, no matter how 
attractive our hypotheses, we can not 
tell what people will do in specific situa- 
tions until we put them in those situa- 
tions. The public health worker wants 
to change behavior; the behavioral scien- 
tist wants to know what changes it, so 
the aims of both groups are met. Elabor- 
ate, sophisticated research design is not 
necessary for this kind of work. Simple 
small-scale experiments with a minimum 
of disruptive effects in on-going pro- 
grams will tell us what we need to know 
at this stage. 

Now I will try to elaborate on the 
manner in which behavioral scientists 
look upon public health research, and 
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how they apply their theoretical knowl- 
edge to goal-oriented work. The first 
question we ask is, viewed from a social 
and cultural point of view, what is a 
public health program? Obviously it is 
a program of change; it is a dynamic, 
not a static phenomenon. Analytically 
we recognize two principle kinds of 
social and cultural change. In one, in- 
dividuals and groups, of their own free 
will and without pressure or direction, 
and often without realizing they are 
changing, continually give up old ways 
and adopt new forms. We can call this 
spontaneous or evolutionary change. In 
the other, strongly motivated persons 
and groups set goals for themselves and 
others, goals which if achieved are be- 
lieved to bring benefit to all concerned. 


Organizations — bureaucracies — are 
called into being in order to implement 
these action programs. “Planned 


change,” “directed change,” or “guided 
change” are the terms used to describe 
this second type. 

Obviously, public health programs fall 
into the second category. They represent 
directed culture change. When a be- 
havioral scientist studies spontaneous 
change, primary interest is directed to 
the group that is evolving. The stimuli 
that produce change are important, but 
they are diffuse and amorphous. When 
a behavioral scientist studies directed 
culture change, he is interested in the 
client group, its values, attitudes, and 
beliefs, but he is equally concerned with 
the innovating group. That is, there 
are now two groups, or social systems, 
instead of one, and they must be under- 
stood for what they are, and in their 
mode of interaction. 

Until fairly recent years anthro- 
pologists, at least, have not fully under- 
stood the importance of the directing 
group. We have tended to think of di- 
rected change as primarily involving the 
client group, its perception of novelty, 
the psychological reactions of individuals 
to new experiences, and the processes of 
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disintegration and reintegration of social 
units. We have thought of the prob- 
lems, theoretical as well as practical, as 
rooted in one culture and one social sys- 
tem. I suspect public health personnel 
have looked upon their work in very 
much the same fashion: They have seen 
the problem as consisting of efforts to 
get the client group to understand the 
desirability of change, and the impor- 
tance for their own good of hygienic 
practices and sanitation. 

It is too bad the situation is not this 
simple. If it were, the major behavioral 
science problems of the public health 
worker would reduce to communication. 
Provided that economic and legal prob- 
lems could be solved, the main job would 
be to devise ways to help clients see the 
advantage to them of following recom- 
mended health practices and availing 
themselves of existing health services. 

But we now realize that an under- 
standing of the social and cultural char- 
acteristics of the innovating body is just 
as important to ultimate success as is an 
understanding of the social and cultural 
characteristics of the client society. This 
makes our work more difficult, not just 
because there are twice as many vari- 
ables, but because of the emotional ele- 
ment that enters the picture. The pro- 
fessional worker in an action program 
has little difficulty in seeing that the cul- 
ture of the group with which he is work- 
ing will determine how people react to 
him. He can see that patterns of 
authority and concepts of role in the 
client group will affect the way in which 
he must direct messages or ask for co- 
operation. Tolerance and objectivity in 
studying others is not hard to achieve. 

It is not so easy for us to accept the 
fact that an understanding of our at- 
titudes, values, and motivations—which 
we pretty much take for granted—is just 
as important in successfully bringing 
about change. It is sometimes painful 
to realize that we accept implicity as- 
sumptions that have little validity beyond 
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tradition, that much of our work is 
program-oriented, based on what we 
have learned and accepted uncritically, 
rather than problem-oriented, tailored to 
the job that faces us. We are reluctant 
to admit that how we view our assign- 
ment, and how we work, are conditioned 
by such things as how we perceive our 
role in the bureaucracy to which we be- 
long, how we react to our supervisors, 
and how we deal with those who work 
under our direction. 

A public health organization—or a 
university—can be looked upon as a 
society with a specific culture, in much 
the same way that public health client 
groups—low income Negroes, Mexican 
enclaves, Chinese blocks—are societies 
with distinct cultures. It is composed of 
persons of both sexes, of different ages, 
organized in a hierarchy marked by 
power and authority, with well defined 
roles and occupational specialization, 
with mutually recognized rights and ob- 
ligations. This society shares common 
values, it engages in professional rituals, 
and it operates on assumptions that 
normally are not questioned. The co- 
hesive and divisive forces within it, the 
stresses and strains, and the unifying ele- 
ments are similar to those found in 
other societies. A county public health 
department can be studied in the same 
way that an ethnic minority group can 
be studied. It may be just as interesting, 
and it is just as important in planning 
for maximum program efficiency. 

If we accept as valid the proposition 
that an understanding of public health 
professional culture, with its values, 
goals, prejudices, antagonisms, and mo- 
tivations, is essential in planning and ex- 
ecuting programs, it is clear that in much 
team research the behavioral scientist 
must see his field as consisting of two 
interacting systems: the client group and 
the entire public health team. (Needless 
to say, he must also be aware of the 
points of view and the prejudices he him- 
self brings, and of his interaction with 


Certain dangers are 
inherent in this kind of work. The be- 
havioral scientist will have to question 
and observe health personnel as they go 


the two groups.) 


about their daily chores. Unless this 
questioning is done with utmost tact, and 
unless health personnel have been well 
indoctrinated as to why it is being done, 
friction and hard feelings may develop 
between people nominally on the same 
team. For some the mere fact that ques- 
tions are asked implies a less than satis- 
factory performance. For others, the be- 
havioral science approach may simply 
seem impertinent. The anthropologist, 
the sociologist, the psychologist who does 
this kind of work must be a person of 
unusual sensitivity, alert to recognize the 
feelings of insecurity that may mark the 
different professional roles he encounters, 
and with as much knowledge as possible 
of the stresses and strains that exist 
within any health organization. He must 
phrase his questions so that they are as 
nearly value-judgment-free as possible, 
and in such manner that they do not 
suggest a search for deficiencies in indi- 
vidual performances. It is because of 
this aspect of his work that the initial 
period of mutual indoctrination men- 
tioned earlier is so important. If prop- 
erly done it can greatly reduce the po- 
tential dangers that lie here. 
Summarizing, it has been suggested 
that effective teamwork involving be- 
havioral scientists and public health 
workers is most apt to be achieved when 
two basic requirements are met: The 
participants from each field understand 
the value system and professional goals 
of those in the other fields, and respect 
and sympathize with these values and 
aims; research projects which are con- 
genial to the methods and goals of both 
fields are selected. These conditions are 
met when great care is shown in select- 
ing teammates, and when time is given 
for them to learn the ethos and the pro- 
fessional goals of the other. At the pres- 
ent time major public health problems in 
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such fields as air and water pollution, 
medical care for the indigent, radiologi- 
cal health, and rehabilitation offer few 
opportunities for behavioral scientist 
participation. In those fields that do 
offer possibilities, such as sanitation, 
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mental health, tuberculosis, and ma- 
ternal and child health, relatively un- 
sophisticated experimental _ projects 
which take off from our present stage of 
knowledge offer the greatest promise for 
the near future. 


Dr. Foster is professor of anthropology, University of California, Berkeley, 
Calif. 

This paper was presented at the Western Branch-APHA Annual Meeting, 
May 23-26, 1960, in Denver, Colo. 


Improving Local School Health Programs 


“School Health Program: An Outline for School and Community,” a pamphlet 
jointly developed by the Public Health Service, the Children’s Bureau, and the 
Office of Education, covers for its intended audience of professional people and 
community leaders three main aspects of a good program—health education, school 
environment, and health services. It also includes information on resources for 
consultation, a selected bibliography, and excerpts from a policy statement on the 
joint responsibilities of the education and health professions. 

PHS Publication No. 834. Single copy free from the Office of Public Inquiries, 
Public Health Service, and in quantity, at 5 cents a copy, from the Government 
Printing Office, Washington 25, D. C. 
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This is the story of an important health service in a rural California county. 
The authors tell how the home nursing service began, how it grew, the 
problems that were encountered, and discuss possibilities 


for the future. 


A HOME NURSING SERVICE IN A RURAL COUNTY 


Edna J. Brandt, R.N., F.A.P.H.A.; Helena M. Haley, R.N., F.A.P.H.A.; Lenora B. Mahoney, 


R.N.; and Carmel A. MaKay, M.P.H. 


His is the story of the Modoc County 

Home Nursing Project. Modoc County 
is in the northeast corner of California, 
bordered on the north by Oregon and on 
the east by Nevada. The county is a 
series of mountain ranges and valleys 
with elevations ranging from 4,000 to 
almost 10,000 feet. The climate is warm 
in summer, with light frost to heavy snow 
in winter. Modoc County has a popula- 
tion of 8,360 with five major centers 
ranging from 100 to 3,000 persons. It 
is a rich agricultural community with 
cattle raising and lumbering as _ the 
major sources of income. Modoc County 
is a recreational paradise where camp- 
ing, fishing, and hunting abound. 


Public Health Services in 
Modoc County 


Modoc County was one of the first 
counties in California to make provisions 
for public health services through a con- 
tract between the County and the State 
Department of Public Health.’ Public 
health staff consisted of one public 
health nurse, a sanitarian, a clerk, and 
a part-time health officer. There was one 
public health nurse employed by the 
county schools who shared with the 
state-assigned nurse a generalized nurs- 
ing service. 

The county hospital, known as the 
Modoc Medical Center, was divided into 
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two units with 36 beds in Alturas, the 
county seat, and a ten-bed unit in Cedar- 
ville. These hospitals operate under one 
administration which is directly _re- 
sponsible to the Board of Supervisors. 
The Modoc Medical Center, built in 1947 
and 1948, was one of the first Hill- 
Burton hospitals constructed in the 
northern part of California. There were 
ten registered nurses and 17 nursing 
aides and licensed vocational nurses em- 
ployed in the two hospitals. Patient cost 
in the hospital was approximately $20 
per day, and in the Nursing Home unit 
approximately $8 in 1957. There were 
six doctors in the county including the 
health officer who was also the county 
physician and had a private practice. 
The medical care program which went 
into effect in Modoc County in October, 
1957, was administered by the Welfare 
Department. In Modoc County there 
were the usual voluntary health or- 
ganizations such as the Tuberculosis As- 
sociation, Heart Association, Cancer 
Society, and Red Cross. 


Local Project Grant Program 
Established 


In 1957, the California State Depart- 
ment of Public Health initiated the Local 
Project Grant Program which provided 
for funds to be made available through 
local health departments for the estab- 
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lishment of new programs or extension 
of services to meet new and changing 
needs in maternal and child health, 
chronic diseases, or occupational health. 
This device for program expansion was 
developed by the department and the 
Conference of Local Health Officers. It 
made use of Children’s Bureau and Gen- 
eral Health Grant-in-Aid funds from the 
Public Health Service. Projects which 
emphasized epidemiologic research, dem- 
onstration, and evaluation were accept- 
able.* 


Modoc County Interested in 
Home Nursing 


An interest in a home nursing service 
had been expressed by people in Modoc 
County as early as the 1940's. If this 
interest were still active in 1957, perhaps 
a home nursing service in a rural com- 
munity might be demonstrated through 
the Local Project Grant Program. The 
nursing consultant from the Bureau of 
Public Health Nursing,* State Depart- 
ment of Public Health, who served 
Northern California including Modoc 
County, and who was acting supervising 
nurse for the Contract Services, spent 
several weeks in the county. She talked 
with people to determine nursing care 
needs and looked at objective data which 
might influence the establishment of 
such a service. 

At that time the Welfare Department 
reported that approximately 82 persons 
on old-age security were participating 
in the medical care program. Hospitals 
reported that the available beds were 
always filled. 

The part-time health officer was en- 
thusiastic about a home nursing service. 
Provided with the findings of the nurs- 
ing consultant he decided to present a 
formal invitation to the State Depart- 


*The Bureau of Public Health Nursing 
changed to Bureau of Nursing, May 1, 1960. 

+ Contract Services became a bureau on July 
1, 1959, and is now Bureau of Public Health 
Contract Services. 
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ment of Public Health for assistance in 
developing a project. A meeting of the 
health officer, public health nursing con- 
sultant, a physician from the Contract 
Services, and a member of the Board of 
Supervisors was held to discuss a course 
of action. 

Following this meeting, the nursing 
consultant visited the physicians of the 
county to discuss with them the prin- 
ciples under which such a service might 
be organized. She learned that most of 
the doctors felt nursing care in the home 
would be for the indigent older residents. 
Another meeting was called by the health 
officer to which physicians, members of 
the Board of Supervisors, representatives 
of health and social agencies, hospitals, 
and civic groups were invited. The 
health officer presided and at his invita- 
tion consultants from the State Depart- 
ment of Public Health were present. 
There was discussion of the administra- 
tion and purpose of a home nursing care 
program, the importance of policies and 
procedures, and the day-by-day opera- 
tion of a high quality professional serv- 
ice. Although it was not clear at the 
time what the precise role of an advisory 
committee would be, steps were taken at 
this meeting to organize a Home Nurs- 
ing Advisory Committee to make recom- 
mendations to the Board of Supervisors. 


Three-Year Project Developed 
and Accepted 


The project plan was drawn up in ac- 
cordance with the pattern established by 
the State Department of Public Health 
for local project grants. Application was 
made for an allocation of $45,000 for 
the period from January 1, 1958, 
through July 1, 1961, to demonstrate a 
home nursing service in a rural com- 
munity. Allocations were to be made 
annually following review and evalua- 
tion of the project by the Local Project 
Grant Committee. 

The aims were to establish a home 
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nursing service on a county-wide basis 
to determine: (1) the feasibility of a 
home nursing service in a rural county; 
(2) the cost of a home nursing service 
in a rural agricultural county; and (3) 
the utilization of resident nurses in a 
rural community to do part-time profes- 
sional nursing in the home. Questions 
raised in relation to these aims were: 
Can a home nursing service be self- 
supporting? If not completely self- 
supporting, how much local financial 
participation will be necessary? How 
best can this type of service be financed 
and administered? Are there qualified 
nurses already living in the community 
who are available and willing to give 
such a service? 

An advisory committee with broad 
community representation and a physi- 
cian’s advisory committee were proposed 
to assist in policy making and planning. 
The method of referral, fee schedule, and 
other procedures would be studied by the 
advisory committees and the health 
officer, who would be administratively 
responsible for the service. The home 
nursing service was to be available to 
everyone on the basis of need, regardless 
of economic status. Nursing care in the 
home was to be under the direction of a 
physician, with a social evaluation of 
the home and the families’ attitudes and 
ability to participate in the treatment 
program being considered by the nurse 
and physician. At the end of the three- 
year project, financing would become a 
community responsibility. 


Preservice and Inservice 
Education Planned 


For the organizational phases it was 
believed that the home nursing service 
should be under the direction of a nurse 
with preparation and experience in pub- 
lic health nursing, including bedside 
care in the home. Until such a person 
could be recruited, it was agreed that 
the nursing consultant, Bureau of Public 


Health Nursing, State Department of 
Public Health, would serve as the nurs- 
ing director of the project. 

Resident nurses in three of the five 
centers of population were found who 
were willing to work on a part-time 
basis for an hourly fee. This was a posi- 
tive response to one of the crucial issues 
of the project. 

The six part-time nurses working with 
the Modoc County Home Nursing Serv- 
ice were under 35 years of age. They 
were graduates of three-year hospital 
schools of nursing and were housewives 
with young children. Five have been 
with the project since it started. The 
nurse most recently recruited had some 
public health experience in her basic 
diploma program and plans to begin 
work for a bachelor’s degree soon. None 
of the nurses originally recruited had 
preparation in public health nursing nor 
experience in public health agencies, so 
arrangements were made for them to 
spend three weeks with the Monterey 
County Visiting Nurse Service. Most 
of their time was spent in making home 
visits with the nurses actually giving 
care to patients. The trainees also par- 
ticipated in conferences with the Board 
of Directors, in community activities and 
the inservice education program for the 
staff. The Monterey County Visiting 
Nurse Association was reimbursed by the 
project for providing educational assist- 
ance at the rate of $5 a day per nurse. 

Upon the nurses’ return to Modoc 
County, inservice education continued 
under the supervision of the nursing di- 
rector. Included were demonstrations 
of home visits, nursing bag technics, 
recording and use of the record system, 
current practices in rehabilitation nurs- 
ing, and the use and effect of new drugs. 
Crippled children services, postnatal and 
newborn care, and communicable disease 
control were reviewed. The nurses be- 
came aware of the functions of social 
and health agencies including the De- 
partment of Welfare. Consultants from 
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the State Department of Public Health 
served as resource people for many of 
these sessions. Local physicians assisted 
in some phases of the inservice educa- 
tion program. The director of the home 
nursing service spent considerable time 
with each nurse, making home visits and 
helping her to learn in what way her 
patients might best be served. 

Later two of the nurses participated 
in the University of California’s exten- 
sion course on rehabilitation nursing at 
Fairmont Hospital in San Leandro. In- 
formation gained was shared with the 
other nurses on the home nursing 
service. 


Service Initiated 


On April 1, 1958, six months after the 
approval of the project, the first patient 
was admitted to service. 
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The first referral was received when 
the neighbor of an elderly couple called 
the nurse in one of the communities to 
ask if something could be done to help 
the wife give care to her husband who 
had been ill a long time. On the first 
visit the nurse learned that the diagnosis 
was far advanced cancer. The patient 
required frequent change of dressings as 
well as bed baths and other supportive 
nursing care for his comfort. The family 
had been reluctant to seek further help 
from the physician since they were un- 
able to pay for his services. The nurse 
talked with the doctor to obtain his 
orders for treatment and suggestions for 
other services the family needed. Re- 
ferral was made to the local welfare de- 
partment and assistance sought from the 
Cancer Society for dressings and equip- 
ment. The nurse continued daily visits 
to give nursing care and teach the wife 


Table 1—Patients by Age Group, Sex and Primary Diagnosis, Modoc Home Nursing 


Project, April, 1958-June, 1960 


Primary Diagnosis 


Maternal Chronic Morbidity 
and Cerebro- 
Age Group Child Acute vascular 
and Sex Total Health Morbidity Cancer Cardiac Accident Other 
Total 260 ll 84 12 39 27 87 
Male 93 2 28 5 17 15 26 
Female 167 9 56 7 22 12 61 
0-4 15 5 6 — — — 4 
Male 6 2 2 — — — 2 
Female 3 4 2 
5-19 12 1 8 3 
Male 6 4 2 
Female 6 1 4 — 1 
20-44 40 5 15 1 1 _— 18 
Male ll 4 — 7 
Female 29 5 ll 1 1 — ll 
45-64 52 — 21 6 3 3 19 
Male 13 — 7 1 — 1 4 
Female 39 — 14 5 3 2 15 
65 and over 141 — 34 5 35 24 43 
Male 57 -- ll 4 17 14 ll 
Female 84 — 23 1 18 10 32 
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Table 2—Per cent* of Patients by Age 
Group, Sex and Primary Diagnosis, 
Modoc Home Nursing Project, April, 
1958-June, 1960 


Age Group Per cent 
Total 100.0 
0-4 5.8 
5-19 4.6 
20-44 15.4 
45-64 20.0 
65 and over 54.2 

Sex Per cent 
Total 100.0 
Male 35.8 
Female 64.2 

Primary Diagnosis Per cent 
Total 100.0 
Maternal and child health 4.2 
Acute morbidity 32.3 
Chronic morbidity 63.5 
Cancer 4.6 
Cardiac 15.0 
Cerebrovascular accident 10.4 
Other 33.5 


* Per cents are based on data in Table 1. 


ways of carrying out nursing procedures 
that made it easier for her and resulted 
in greater comfort to the patient. Service 
to this couple was continued for several 
months until the patient died. 

The nurses themselves worked out 
arrangements so that someone was 
always available for home calls. 

The nurses cared for individuals of 
all ages and with a wide variety of ill- 
nesses. Home calls were made to the far 
extremes of the county, often over 
country roads in all kinds of weather to 
remote homes. Visits were made to 
poverty-stricken Indian shacks and to 
wealthy ranch houses. However, most 
of the visits were made to middle-class 
older people living in comfortable but 
modest homes in the two larger centers 
of population, Alturas and Cedarville. 


Many were elderly women with chronic 
disorders which had potentials for re- 
habilitation (see Tables 1, 2, 3, 4, 
and 5). 

Patients were referred by their physi- 
cians for special services outside the 
county. As the tables show, a large per- 
centage of the patients were elderly 
persons with chronic diseases who could 
utilize the skills of a full rehabilitation 
team. 


Fee Schedule Established 


Fees for services were difficult to set. 
This was a demonstration project and 
state subsidized to the amount of 
$15,000 annually for the first two years. 
Consideration was given early in the 
planning to the possibility of a free serv- 
ice to introduce the program. After 
study by the Home Nursing Service Ad- 
visory Committee a nominal fee of $2.50 
an hour was established. There was no 
provision made for payment of part fees. 
In 1959 a review of the cost analyses of 
visiting nurse services throughout the 
state revealed that fees charged by other 
agencies were approximately $5 an hour. 
In February, 1960, at the recommenda- 
tion of the director and the Home Nurs- 
ing Service Advisory Committee the fee 
was increased to $4.50 an hour. 

An agency must be businesslike in 
establishing collection policies and the 
staff conscientious about making de- 
cisions regarding the patient’s ability to 
pay. In the Modoc County Home Nurs- 
ing Service statements were sent the first 
of each month. Final decisions regard- 
ing free service were at the discretion of 
the director. All patients, even those 
patients not expected to pay, received a 
statement since it was believed this might 
make them aware of assistance from an 
agency interested in their welfare. Time 
was spent in helping the nurses under- 
stand the financial aspects in relation to 
the continuation of the service. As a re- 
sult of these efforts outstanding fees were 
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reduced by 50 per cent despite the in- 
crease in hourly fees charged. 

In June, 1960, an analysis of pay 
status of all cases carried from the 
beginning of the project revealed the 


following: 
Total Number 260 
Full pay (individual) 119 
Free 46 
Welfare (medical care) 86 
Welfare (general) 9 


Public Health Nurse Recruited as 
Full-Time Director 


A public health nurse to direct the 
Modoc County Home Nursing Service 
full time was employed on July 1, 1959. 

The new nursing director, recruited 
by the Bureau of Public Health Nursing, 
had visiting nurse experience and was 
well qualified. Since she was confident 
of her own knowledge of nursing prac- 
tice she was able to concentrate on the 
community aspects of developing the 
service. From her point of view, living 
in a small town in a rural area had its 
difficulties as well as, its compensations. 

One of the events that helped the new 
director become better acquainted in the 
community was the five-day visit of a 
nurse from India, which occurred the 
first month. The Indian nurse, who was 
studying in this country, had worked in 
comparable situations in her own 
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country. The Home Nursing Service 
Advisory Committee members and the 
nurses in the area introduced the guest 
from India to community groups during 
her week in the county. The people in 
Modoc County were intrigued by the 
opportunity to meet a fascinating visitor 
from another country. Attending these 
gatherings with her guest, the new di- 
rector was able to become acquainted 
with the people of the county. 


Interpretation of the Service 
to the Community 


The Home Nursing Service Advisory 
Committee which had 21 active members 
from all sections of the county was one 
of the most important means of making 
the community aware of the service. 

In interpreting the service to the com- 
munity the usual public information 
technics were used such as newspapers, 
radio, contacts with civic groups, and 
exhibits. Because only one radio station 
in the county had good reception it had 
a large listening audience. When the 
nursing director or anyone associated 
with the nursing service appeared on a 
radio program, copies of the script were 
mailed to the doctors so that they might 
be fully aware of what was said on the 
broadcast. 

The art department of one of the 
schools entered into a poster contest re- 


Table 3—Average Nursing Visits per Patient by Primary Diagnosis, Modoc 


Home Nursing Project, April, 1958-June, 1960 


Average 
Total Total Visits 
Primary Diagnosis Visits Patients per Patient 

Total 2,191 260 8.4 
Maternal and child health 18 ll 1.6 
Acute morbidity 4B 84 5.3 
Chronic morbidity 1,730 165 10.5 
Cancer 185 12 15.4 
Cardiac 528 39 13.5 
Cerebrovascular accident 361 27 13.4 
Other 656 87 7.5 
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Table 4—Nursing Visits by Primary Diagnosis of Patient and Type of Nursing Service 
Given, Modoc Home Nursing Project, April, 1958-June, 1960 


Type of Nursing Service Given 


Total General Health 

Primary Diagnosis Visits Care Treatments Injections Supervision 
Total 2,191 458 651 887 654 
Maternal and child health 18 1 1 3 16 
Acute morbidity 304 74 141 201 Ww 
Chronic morbidity 1,869 383 509 683 594 
Cancer 185 68 82 80 57 
Cardiac 528 85 15 191 295 
Cerebrovascular accident 361 112 191 65 85 
Other chronic* 795 118 221 347 157 


* Other chronic includes categories of other vascularrenal, endocrine, psychotic, orthopedic, nutritional, and general 


debilitory conditions. 


Note—Columns do not add to total visits since more than one type of service may have been given during a visit. 


garding the home nursing service, and 
the best posters were exhibited in the 
windows of business places in Alturas 
and Cedarville. 

For the past three years a float was 
entered in the annual street parade and 
a booth was decorated for the county 
fair. This medium was effective in 
reaching those who were not members of 
organized groups. 

A brochure explaining the home nurs- 
ing service was distributed to hundreds 
of people including physicians in nearby 
counties and the two adjoining states. 
Special bulletins were mailed to physi- 
cians in adjoining areas who might 
utilize the service for their patients. 

Good newspaper publicity was main- 
tained throughout the duration of the 
project. From time to time human in- 
terest pictures were used proving over 
again that one picture is worth a thou- 
sand words. A series of colored slides 
was produced over the three-year period 
and was used with community service 
organizations to tell the story of the 
home nursing service. 


Cost of Home Nursing Service 


The part-time nurses were reimbursed 
$2.50 an hour for time spent traveling to 


their patients as well as in giving patient 
care. In addition they received a mileage 
allowance consistent with the prevailing 
practice, which in Modoc County was ten 
cents a mile. Time spent contacting 
physicians, recording, checking nursing 
bags, and participating in supervisory 
conferences was also considered working 
time. The agency carried malpractice 
insurance for all nurses. Retirement 
and social security benefits were depend- 
ent upon the number of hours worked. 
The salary of the full-time nursing di- 
rector was the major budget item. Other 
expenses included in this demonstration 
project were: uniforms for nurses, office 
equipment, dressings, and basic equip- 
ment for a loan closet. It is be- 
lieved that the service could have been 
started more modestly and yet met the 
goals for which it was intended. For a 
detailed cost analysis see Table 6. 
Annual progress reports required by 
the State Department of Public Health 
were reviewed and evaluated by the Ad- 
visory Committee to the Local Project 
Grant Program. Following the report 
submitted in February, 1960, it was 
recommended by the Local Project Ad- 
visory Committee that Modoc County be 
offered a contract which would stipulate 
continued support for another year if the 
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county would assume 50 per cent of the 
cost, with the sum contributed by the 
state not to exceed $7,500 for the fiscal 
year 1960-1961. The Home Nursing 
Service Advisory Committee recom- 
mended this contract be accepted and 
the Board of Supervisors was unanimous 
in its decision to continue the home nurs- 
ing service project for another year. The 
nursing director was to be solely re- 
sponsible to the Board of Supervisors for 
its administration rather than have it 
under the direction of the health depart- 
ment or hospital. In this way, the super- 
visors believed that at the termination 
of the project they could better evaluate 
specific costs. 


Problems Apparent at End of First Year 


In the spring of 1959, it was evident 
that changes were needed if the home 
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nursing service was to continue. A resi- 
dent public health nurse to serve as full- 
time nursing director of the project had 
not been recruited. The Bureau of Pub- 
lic Health Nursing had found it in- 
creasingly difficult to release the nursing 
consultant who served as director from 
her other responsibilities. During the 
first six months, approximately 90 per 
cent of her time had been devoted to the 
development of the project and it was 
continuing to require about 75 per cent 
of her time; the public health nurse from 
the Modoc County Health Department 
substituted for her during her absence. 

The Bureau of Public Health Nursing 
had been willing to contribute materially 
in the initial phases since it offered an 
opportunity to have first-hand informa- 
tion about the amount of time, effort, 
and cost required to set up an organiza- 
tion, formulate policies, and make the 


Table 5—Patients by Type of Discharge and Primary Diagnosis, Modoc Home Nursing 


Project, April, 1958-June, 1960 


Primary Diagnosis 


Maternal Chronic Morbidity 
and Cerebro- 
Type of Child Acute vascular 
Discharge Total Health Morbidity Cancer Cardiac Accident Other 
Total discharges 251 11 84 12 36 26 82 
Improved, recovered 
or prescribed 
treatment 
completed 175 7 68 6 22 14 58 
Hospitalized 42 2 10 4 ) 6 ll 
Unimproved or care 
of no value to 
patient 5 2 2 1 
Died 7 -- -- 2 2 2 1 
Patient objected to 
fee or refused 
treatment 2 -- 2 
Physician not 
Home situation un- 
satisfactory for 
home care 1 ~- 1 
No physician in 
attendance 3 2 1 
Other 15 2 2 -- 3 2 6 
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Table 6—Cost of Modoc Home Nursing Service by Fiscal Year, September, 1957- 


June, 1960 
September, 1957- July, 1958- July, 1959- 
Type of Expenditure Total June, 1958 June, 1959 June, 1960 
Total expenditures $49,984.99 $13,889.33 $17,990.19 $18,105.47 
Administrative planning 15,765.32 7,616.03 6,497.22 1,652.07 
Salaries 9,891.53* 4,646.92* 4,355.29* 889.32* 
PHN director (state) 203.16 203.16 
PHN consultant 7,447.95 3,586.05 3,861.90 _- 
PHE consultant 1,510.48 698.32 227.52 584.64 
PHA consultant 729.94 362.55 265.87 101.52 
Travel and per diem 4,785.90* 2,169.30* 1,928.85* 687.75* 
PHN director 174.00 174.00 
PHN consultant 3,230.20 1,580.85 1,649.35 _ 
PHE consultant 1,191.25 480.25 197.25 513.75 
PHA consultant 190.45 108.20 82.25 -— 
Inservice training and 
nursing manual 1,087.89 799.81 213.08 75.00 
Service costs 25,402.51 2,843.25 10,389.00 12,170.26 
Salaries 18,887.94 1,874.50 7,923.00 9,090.44 
PHN director 10,969.60 — 4,600.00 6,369.60 
RN’s 5,881.95 1,529.50 2,740.60 1,611.85 
Clerk 2,036.39 345.00 2.40 1,108.99 
Retirement and Social 
Security 1,296.49 55.60 387.11 853.78 
PHN director 845.92 — 192.56 653.36 
RN's 391.61 41.91t 179.96 169.74 
Clerk 58.96 13.69 14.59 30.68 
Hospital insurance 130.06 — 64.91 65.15 
Travel and per diem 3,995.75 543.10 1,684.35 1,768.30 
Telephone 313.06 8.25 142.09 162.72 
Publicity 230.32 — 38.02 192.30 
Miscellaneous 548.89 361.80 149.52 37.57 
Capital outlay and operating 
supplies 8,817.16 3,430.05 1,103.97 4,283.14 
Office equipment 1,414.19 601.58 439.81 372.80 
Medical and nursing 
equipment and 
supplies 7,402.97 2,828.47 664.16 3,910.34 
* Costs borne by California State Department of Public Health and were not included in project budget. 


+ During this period, the State Public Health Nursing Consultant acted as nursing director. 


service a stable part of the community. 
Were there nurses available and willing 
to give part-time nursing care in their 
neighborhoods as part of an organized 
community program of this type in a 
rural county? How many nurses would 
be required? What guarantee would 
there be that the service would be avail- 
able when needed? These were but a 
few of the questions the bureau raised. 
It was believed that answers were being 
found. 


Delineation of the responsibilities of 
the nursing director was difficult. Be- 
cause of lack of clarification in the 
original planning, the relationship of the 
part-time health officer to the Board of 
Supervisors and the relationship of the 
nursing director to both was also a prob- 
lem. Acceptance and use of the service 
by the physicians left much to be de- 
sired. The place of the Advisory Com- 
mittee and its role as a policy-forming 
body was still unclear. There was need 
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for more involvement by individuals and 
community groups. It was imperative 
that a plan for permanent financing be 
established. Information regarding ac- 
ceptance of the service had been in- 
cluded in the records from the beginning 
so it was known that patients and their 
families were highly satisfied with the 
service. It seemed imperative that every 
effort should be made to solve these 
problems (see Table 7). 

It has long been recognized that an 
active medical advisory committee is 
necessary for the satisfactory functioning 
of a home nursing service, but for the 
first 15 months there were no planned 
meetings of the Home Nursing Service 
Physicians’ Advisory Committee. Could 
this have been the reason for indiffer- 
ence of some of the doctors to the serv- 
ice? How could the doctors have been 
made a more integral part of policy 
making? Was there a need to look for 
unity within the local medical associa- 
tion before the project was contemplated ? 
Are the physicians influenced to accept a 
new service when there is endorsement 
and financial support by the local gov- 
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erning body rather than a state or fed- 
eral agency? How much interpretation 
and involvement of individual physicians 
is necessary prior to the initiation of a 
home nursing service? These are ques- 
tions that might be asked before begin- 
ning a service of this kind in a com- 
munity. 

In November, 1959, the chairman of 
the Board of Supervisors arranged for 
a meeting of the local physicians to ex- 
plore with them the need to continue 
the service. Discussions centered around 
the use of the service and the importance 
of the Physicians’ Advisory Committee. 
The atmosphere was such that the physi- 
cians felt free to raise questions and ex- 
press opinions regarding their experi- 
ence with the service. Within three 
months following this meeting, referrals 
were received from all doctors in the 
county. 


Evaluation of the Project 
The Modoc County Home Nursing 


Service was as an experiment with one 
method for a rural community to pro- 


Table 7—Patients by Primary Diagnosis and Acceptance of Service, Modoc Home Nurs- 


ing Project, April, 1958-June, 1960 


Acceptance of Nursing Service 


Physician 
Believes 
Patient Hospital 
Dissat- Physician Time Physi- 
ished Believes Shortened cian 
Total Patient with Recovery or Pre- _Dissat- 
Primary Diagnosis Patients Satisfied Service Hastened vented isfied 
Total 260 242 3 16 55 1 
Maternal and child health ll 9 — — 2 _— 
Acute morbidity 84 80 — 13 28 — 
Chronic morbidity 165 153 3 3 25 1 
Cancer 12 ll 2 
Cardiac 39 37 — 1 8 -- 
Cerebrovascular accident 27 22 1 1 3 — 
Other 87 83 2 1 12 1 
Note—Columns do not add to total patients seen since acceptance of service is coded by patient and physician and 


complete responses were not available. 
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vide nursing care to the sick in their 
homes. It has been shown that in this 
county there were resident nurses who 
were willing and interested in giving 
part-time nursing care to their neighbors. 
It was found that the service could not 
be completely self-supporting but this is 
no different than in any area, urban or 
rural. It was evident that the initial 
organization and planning were vitally 
important. The participation of a nurse 
with experience in public health nursing, 
especially in an agency which provides 
bedside nursing services, was found to 
be another essential, although costly 
(see Table 6). After the recruitment of 
a full-time resident nurse director real 
progress was made toward the solution 
of many administrative and community 
problems. It has also been pointed out 
that patients and their families, on the 
whole, sought the service and were 
satisfied with it. The record of patients 
seen and services given has been dis- 
cussed. 

In September, 1960, as a part of the 
evaluation of the project, the six physi- 
cians in the county were interviewed by 
a physician who was in no way related 
to the program. He learned that there 
was not complete unanimity among the 
six physicians about the service. One 
doctor felt that there were few indica- 
tions for referral for home visits, and 
that people would rather come to the 
doctor’s office. Two said they could not 
do without the home nursing service and 
one of these indicated that the quality 
of medical care would suffer if it were 
discontinued. He cited as an example 
one case who was rehabilitated by the 
encouragement and the moral support of 
the nurse as being worth all the adminis- 
trative costs of the service. “It would 
have cost more than $7,500 if the county 
had to pay for his hospitalization.” Four 
of the physicians placed a high value on 
the service to patients with chronic con- 
ditions needing rehabilitative care. Some 
of the physicians believed that although 


home nursing service was often desirable, 
it could be done by friends and neigh- 


bors. Three doctors specifically men- 
tioned the loan closet as a valuable part 
of the service. 

As another aspect of evaluation, the 
nursing director requested the health 
education consultant to confer with each 
of the nurses. Through these interviews 
it was learned that most of the nurses 
preferred to receive referrals of patients 
requiring actual nursing care such as 
bed baths, treatments, and dressings. 
They wondered about the high propor- 
tion referred for injections and they 
felt the fee charged for these visits 
should be less than that for more com- 
plicated procedures. In addition, they 
felt there was a need for more physical 
therapy and rehabilitative nursing care. 
All of the nurses stated they were 
pleased to be a part of the home nurs- 
ing service because of its influence on 
their professional standards, the oppor- 
tunity for inservice training, and the ad- 
vantages of working for a professional 
organization with established policies. 
None of them indicated any difficulty in 
making family adjustments for emer- 
gency calls or special timing required 
for scheduling visits. One nurse sug- 
gested that the service should be part of 
the health department program. Another 
said that the home nursing service now 
had a very important place in the com- 
munity and believed it would be com- 
mon practice for all rural communities 
in the near future. 

The real test of the value of the serv- 
ice will come when the people of Modoc 
County decide the future of the home 
nursing service. Since the grant for the 
project will be exhausted in the near 
future, a decision must be made regard- 
ing the way the service will be supported. 
If it is continued by tax support it could 
be a part of the Modoc County Health 
Department program or an adjunct of 
the Modoc County Medical Center. 
Another possibility is to have it admin- 
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istered by a nursing director with medi- 
cal consultation coming from the physi- 
cians in the county and community 
support emanating from the Home Nurs- 
ing Service Advisory Committee. 

This small beginning of an important 
health service in a rural county could 
well be the forerunner of similar de- 
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velopments in other parts of the state of 
California. 
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More Information on Glaucoma Programs Promised 


As part of a new plan to collect and move information on glaucoma detection 
between the Public Health Service and official and voluntary health agencies through- 
out the nation, PHS is now distributing questionnaires to all state and local health 
agencies conducting early detection programs. The National Society for the Pre- 
vention of Blindness is also making the questionnaires available to all its affiliates 
throughout the nation. The PHS will analyze incoming information on the extent, 
methods, and results of the various glaucoma-detection programs and issue summaries 
periodically for the use of health agencies in their programs. Another expected 
benefit will be better information on the actual prevalence of glaucoma in the 


United States. 
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Only a very small proportion of the population sees dentists frequently on a 


regular basis. By reviewing a group of studies, the author of this paper 


endeavors to determine what is currently known about the factors 


that determine whether or not dental care is sought. Future 


research needs are spelled out. 


WHY PEOPLE SEEK DENTAL CARE: A REVIEW 


OF PRESENT KNOWLEDGE 


S. Stephen Kegeles, Ph.D. 


|" ATTEMPTING to meet his objective of 
preventing and controlling dental 
disease in the population, the dental 
health worker advocates numerous per- 
sonal health practices. One of the most 
important practices involves regular 
visits to a dentist twice a year. 

The aim of this paper is, after a brief 
examination of current dental practice 
among the population regarding periodic 
visits to the dentist, to analyze some 
reasons why people do or do not seek 
periodic dental care. 


Current Status of Periodic Dental 
Visits Among the Population 


Data concerning the current practices 
of the population have been culled from 
seven separate studies, including the 
“Preliminary Report on Volume of 
Dental Care in the United States”! of 
the National Health Survey; an unpub- 
lished study of an area of the Great 
Plains conducted by the Program De- 
velopment Branch of the Public Health 
Service*; Koos’s study of Regionville® ; 
a study by Bonwell and McNamara‘ in 


Missouri; a National Opinion Research 
Center study by Freidson and Feldman’ ; 
a study directed by Reppert, Updegrave, 
and Shaffer® at Temple University; and 
some early data from a current study at 
the Endicott-Johnson plant directed by 
Kegeles.” 

These data may be summarized* as 
showing that (1) between 25 per cent 
and 60 per cent of the population have 
seen a dentist during the past year, the 
most reliable index being about 36 per 
cent, found in the National Health 
Survey; (2) it is indicated, in the only 
data available (Kegeles’), that 24 per 
cent of the population studied visit den- 
tists twice during a single year; and 
(3) between 14 per cent and 25 per 
cent of the population made dental visits 
resulting in cleaning and examination 
exclusively. Without data on reasons for 
going to dentists, it is impossible to de- 
termine the exact percentage of regular 
periodic dental visits. However, the 
best estimate of such visits is about 15 
per cent to 20 per cent of the population. 


© These data are included as Tables 1 
and 2. 


VOL. 51, NO. 9, A.J.P.H. 


Table 1—Percentage of Individuals Who 
Visited Dentist Within Past 12 Months 


Study Per cent 

National Health Survey 35.9 
Great Plains 32.2 
Regionville 42.5 
Missouri* 25.0 (about) 
Endicott-Johnson* 60.6 
National Opinion Research 

Centert 49.0 
Temple 27.6 


* Adults only. 
t Visits dentist at least once a year. 


Reasons for Going to Dentist 


Why do from 15 per cent to 20 per 
cent of the population follow practices 
likely to lead to better dental health, and 
why do from 80 per cent to 85 per cent 
of the population not follow such prac- 
tices? 


WHY PEOPLE SEEK DENTAL CARE 


In a recent paper,® Kegeles considered 
factors that appear crucial in determin- 
ing whether care is sought on a periodic 
basis. It was said there that “An indi- 
vidual, in order to take a voluntary 
health action, must have a readiness to 
act. This readiness for action is defined 
in the following way: (1) the individual 
must feel susceptible to the illness or 
disease; (2) he must believe that, should 
he become afflicted by the illness or 
disease, such an affliction would have 
serious consequences for him; (3) he 
must believe that the need to take such 
action is more important than are a 
variety of other things he might do; and 
(4) he must see that there are actions 
which he can take which will be of 
benefit for either preventing or alleviat- 
ing the seriousness of the illness, and 
that such actions in themselves do not 
cause greater disability than the illness 
itself” (page 21). 

In the remainder of this paper data 
will be presented that support these con- 
siderations. 


Table 2—Percentage of Dental Visits Involving Specified Types of Services 


Endicott- 
National Health Johnson 
Type of Service Survey* Great Plains Missouri (Adults) 
Fillings 41.0 20.1 20.0 35.1 
Extractions 20.5 23.4 48.3 18.4 | 
Dentures 8.2 22.8 12.2§ 1154 
Orthodontic 2.7 0.9 No such 0.5 
category 
Cleaning and ex- 
amination 15.7 24.3 145 25.6 
Gum treatment 1.4 1.1 No such 0.5 
category 
Other 14.57 7.4 4.0 s.9°* 
* More than one type of treatment listed for some people. 
t Includes unknown. 
3 Includes cleaning; filling and cleaning; extraction and cleaning. 
§ Includes denture repairs. 
| Exctudes types of extractions included with dentures (note reference #7). 
= Includes massive and terminal extractions; excludes denture adjustments included with other 
(note reference **). 
** Includes treatment for dental infections and denture adjustments. 
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Susceptibility 

Susceptibility is defined as the belief 
that “an event can happen to you.” It 
was noted that such a belief could come 
from the individual’s seeing that “(1) 
. . . people in general have been afflicted 
in this way, (2) people he knows very 
well . . . have been so afflicted, and 
(3) he, himself, has been so afflicted in 
the past”® (page 22). The studies to 
be reviewed here strongly suggest that 
most people have adequate reason for 
feeling susceptible to dental disease. In 
the National Health Survey,’ only 1 per 
cent of the population had never been to 
a dentist. The finding reported in the 
Great Plains study* was that “in ages 
25 and over, the proportion who have 
not been to a dentist is negligible” (page 
12). The findings from the Endicott- 
Johnson study* indicate that only one in- 
dividual interviewed had never seen a 
dentist. The authors of the Missouri 
study* reported that “in the early adult 
years (20-45) only 6 of each 100 per- 
sons have no record of dental care” 
(page 11). 

It is thus quite obvious that dental 
disease, unlike tuberculosis or polio, 
seems all-pervasive. Nearly everyone 
has either been afflicted himself or knows 
someone intimately who has been af- 
flicted. It seems impossible for anyone 
to believe that dental problems cannot 
happen to him, for in most cases such 
problems already have occurred. If feel- 
ings of susceptibility had any motive 
strength in themselves, periodic regular 
dental visits would probably be the rule 
rather than the exception. 


Severity 


A disease has been defined as severe 
for the individual if he sees the conse- 
quences as (1) clinically severe, with 
all of its symptoms, and (2) likely to in- 
terfere with things considered by the in- 
dividual to be extremely important to 
him.* While data on severity are far 
from complete, indications are that 
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dental problems are not considered 
severe by many individuals. Thus, in 
the study by Freidson and Feldman,” a 
total of 21 per cent of the population 
studied believed that their teeth were 
either already bad enough so that it was 
not worth while going to a dentist, or 
that their teeth were all right, and caused 
no trouble (page 331). A Regionville 
housewife is quoted as saying:* “I'll 
come right out and say that my bad 
teeth are going to pieces. I had to put 
clove (oil) on one this morning. But 
I’m not going to spend a lot of money for 
a dentist every little while. . . .” (page 
125). In the Endicott-Johnson study, 
respondents were asked to designate the 
most serious dental problems which they 
had already experienced. They were 
then asked the question: “What things 
did that problem interfere with?” They 
were also questioned about the implica- 
tions of the most serious dental problem 
they could imagine in the future. Data 
have not yet been tabulated and analyzed 
for these questions. However, a very 
rough count seems to indicate that (1) 
even the most serious dental problem 
that could be recalled had not interfered 
with any important aspect of people’s 
lives; and (2) only 10 per cent of the 
respondents could imagine that a po- 
tentially serious problem would be 
capable of interfering with important 
matters such as their jobs, social lives, or 
income. 

These data seem to indicate that these 
individuals believe that dental disease is 
not a serious problem. However, data 
are quite limited on this point at the 
present time. We still need to discover 
whether the relatively small percentage 
of persons who seek regular periodic 
care believe dental disease to be serious. 


Salience 

Salience of dental disease is best de- 
fined as the feeling that doing something 
about the disease is more important than 
doing any other thing at some particular 


VOL. 51, NO. 9, A.J.P.H. 


moment. Since dental disease, as was 
noted, does not seem very serious to 
people, it is likely that actions to relieve 
problems caused by dental disease would 
not be considered very salient. 

Again, a quote from the Regionville 
study*® seems to typify these feelings: 
“There is this television coming before 
long, and I’d rather have that—and 
some other things—than all my teeth” 
(from the front cover jacket). A total 
of 36 per cent of the responses of these 
people who do not visit dentists regularly 
were classified by Freidson and Feld- 
man® into such categories as (a) negli- 
gence, laziness, keep putting it off; (b) 
cannot afford it, costs too much; and 
(c) too busy to go. These classifications 
may all reflect beliefs that other things 
are seen as more important than procur- 
ing dental care. Doing something about 
dental problems does not seem to be a 
very salient activity for many _indi- 
viduals. 


Perception of Benefits 


In order to take action, the individual 
must, in addition to the beliefs noted 
earlier, (1) know which practices to fol- 
low, and (2) believe that following such 
practices is more beneficial than not 
following such practices. 

If people do not know what they 
should do, they cannot purposively do it. 
Do people know that they should visit 
the dentist for a regular checkup on fre- 
quent occasions ? 

Several of the studies reviewed show 
that people do know what should be 
done. For example, Freidson and Feld- 
man® present data showing that 88 per 
cent of their sample answered that “A 
person should make a practice of seeing 
the dentist regularly, every six months 
or a year, even when his teeth are all 
right” (page 328). Among the Missouri* 
population, noted by the authors as 
being unconcerned about dental care, 
“better than seven out of ten household 
heads replied that a person should see 
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a dentist once a year or less” (page 9). 
With such knowledge, as Freidson and 
Feldman® put it, “there is, therefore, a 
distinct discrepancy between what the 
public knows to be good practice and 
what it actually does” (page 328). 

The reasons for this discrepancy are 
accounted for partially by the data on 
susceptibility, severity, and salience. In 
addition, there seem to exist situational 
and psychological barriers which reduce 
the likelihood of preventive health be- 
havior still more. 

It has already been noted that the 
perceived high cost of care may reduce 
the frequency of dental visits. Twenty- 
five per cent of the respondents studied 
by Freidson and Feldman® reported that 
they thought dental fees were too high. 
Another possible barrier appeared in the 
Missouri study,* in the Great Plains 
study,” and in Regionville.* Respondents 
in these three geographical areas stated 
that they had to travel long distances to 
find dentists. 

Another potential barrier is the per- 
ception of the dentist’s prestige and of 
his personal treatment of patients. How- 
ever, Reppert, Updegrave, and Shaffer® 
found that 78 per cent of the respondents 
reported no difficulty in getting dental 
appointments, and that 85 per cent re- 
ported that the dental offices of their own 
dentists were conveniently located. 
Ninety-three per cent of the respondents 
in that study reported confidence in their 
dentist. Freidson and Feldman’ state 
that 89 per cent of the respondents they 
studied reported themselves “extremely 
satisfied” with the care and treatment 
received from dentists. Freidson and 
Feldman® also note that the occupation 
of dentist was rated higher in prestige 
than any occupation except physician. 
Thus, the perception of the prestige of 
the dentist and of patient-dentist rela- 
tionships does not seem to be a barrier 
for a large proportion of the population. 

Whether factors such as inconveni- 
ence, feelings about prestige of dentists, 


and feelings about excessive cost of 
dental care explain infrequent regular 
dental visits seem to depend on whether 
the patient lives in Missouri, Regionville, 
or somewhere else. 

The last set of barriers likely to in- 
fluence seeking or not seeking dental 
care revolves around the psychological 
make-up of the individual. This prob- 
lem has been the major concern of the 
psychiatrist, as is demonstrated by state- 
ments about the mouth as a region of 
love and hate, by Carl Binger (quoted in 
Kaho*), and by Zeifert.’° 

This argument is based on the follow- 
ing assumptions: (1) that the birth 
process is traumatic for the child and 
that this trauma is relieved by breast 
feeding; (2) that general relief of ten- 
sion comes through use of the mouth for 
nutritional purposes; (3) that the mouth 
is later used in expressing love and 
affection; (4) that the mouth is sub- 
sequently used for expressing aggres- 
sion; and (5) that since the mouth is 
seen as so valuable, there is a resultant 
fear of insertion and instrumentation 
into the mouth. 

Whether or not such assumptions 
correctly interpret behavior remains to 
be proved. Such proof can be gained 
in a variety of ways. The method most 
frequently used by the clinician is valida- 
tion through individual clinical cases. 
Thus, the literature contains cases of 
bruxism'''* or periodontal disease’ 
which have been corrected by psycho- 
therapy. 

It seems legitimate to conclude that 
the mouth is a body part used for ex- 
pressing emotional tensions by some in- 
dividuals. Granted this fact, before we 
can assume that these emotional tensions 
affect regular periodic dental visits, data 
are needed that show: (1) People fear 
oral pain more than they do pain to 
other parts of their bodies; and (2) 
people are more anxious about work per- 
formed on their mouths than on other 
parts of their bodies. Further, since 


these assumptions are held true for all 
people, yet data exist which show that 
some people seek regular periodic dental 
care, data are needed which show differ- 
ences in dental behavior which mirror 
individual differences in fear of pain 
and anxiety about dental work. Since 
such studies are extremely difficult to 
perform, there is, as yet, no study which 
tests these points. 

Data from a variety of studies have 
touched on aspects covered by these 
points. Some of the data are contra- 
dictory. For example, Freidson and 
Feldman® discuss the fact that fear of 
the dentist and of the pain he inflicts 
may be a strong deterrent to dental care, 
yet an unpublished study by Galblum 
and Kegeles'* points to the fact that chil- 
dren with strong internal desires for 
orthodontic care cooperated well in treat- 
ment even though they perceived treat- 
ment as being very uncomfortable to 
them. 

A study by Shoben and Borland" at- 
tempted to study the etiology of dental 
fears among dental patients. The only 
two categories which differentiated fear- 
ful and nonfearful patients were (1) un- 
favorable family dental experience, and 
(2) unfavorable family attitude toward 
dentistry. 

In regard to personality differences 
between people who show evidence of 
good dental care and those who do not, 
Manhold found slight relationships be- 
tween neurotic tendencies and DMF, 
and between nonauthoritarian person- 
ality and dental decay.'® 

These psychological data reported 
seem to reflect three main points: (1) 
Fear of the dentist, perhaps based on 
fear of oral exposure, does seem to exist; 
(2) there are indications that persons 
with certain personality structures have 
more dental disease; and (3) there are 
no data which indicate that such psy- 
chological problems have profound 
effects on keeping people from obtain- 
ing adequate dental care. 
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Summary 


Only a very small proportion of the 
population sees dentists frequently on a 
regular basis. Certain segments of the 
population (higher social class, women, 
and individuals over six and under 40) 
tend to procure dental care most fre- 
quently. 

It was noted, through the review of a 
group of studies, that people probably 
feel susceptible to dental disease, that 
they feel dental problems are not very 
serious, and that they seem to believe 
that taking dental action is not very 
salient. It was found that many people 
seemed to know that seeking dental care 
frequently was the correct thing to do, 
but they did not act as if this knowledge 
was relevant to their behavior. Barriers 
to dental care were considered. No con- 
clusive data were found to demonstrate 
that the failure to seek dental care can 
be explained either by situational 
barriers or, despite psychoanalytic 
theories, by psychological barriers. 

It is obvious that further research 
needs to be done. However, the research 
needed should not consist merely of sur- 
veys of existent attitudes and beliefs. It 
must, instead, demonstrate (1) the rela- 
tion of attitudes, motives, and beliefs to 
subsequent behavior; (2) the effects of 
changing certain attitudes and beliefs on 
dental behavior; and (3) the effects of 
changing dental behavior on attitudes 
and beliefs. 
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How do members of service professions see themselves, their clients, and 


the relationships between them? Where and how are such views 
acquired? And how do they influence professional behavior? 


Some aspects of this larger problem are presented 


here in terms of dental students. 


THE DENTAL STUDENT IMAGE OF THE 
DENTIST-PATIENT RELATIONSHIP 


Enrico L. Quarantelli, Ph.D. 


~ is a report on some aspects of 
what dental students learn in profes- 
sional school. However, it does not focus 
on what they are taught at the manifest 
level by way of instructors and texts. 
Rather it concentrates on what students 
latently learn as a result of their in- 
formal as well as formal school experi- 
ences. 

This report is based on a much 
broader sociological study which ex- 
amined what was involved in becoming 
a dentist." In that study an attempt was 
made to obtain a picture of what oc- 
curred to recruits into dentistry as they 
proceeded through dental school. An 
examination was made of this educative 
experience as it was perceived by the 
students themselves. What is reported 
in this paper is limited primarily to the 
images student-dentists acquire regard- 
ing several aspects of the dentist-patient 
relationship. Reports on other facets of 
the socialization process undergone in 
the professional school are presented 
elsewhere.” 

To understand the perception of dental 
students regarding the dentist-patient re- 
lationship, it is necessary to analyze 
their perception of both parties involved, 
as well as their conception of the rela- 


tionship itself. Thus, we will first ex- 
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amine the self-conception of students 
regarding their dental work role as they 
see this role from the viewpoint of others. 
(This is based on the well established 
fact that the interaction of persons in a 
social relationship is very heavily in- 
fluenced by the image that one person 
believes is attributed to him by the other 
person.*) We will then examine how the 
relationship itself between practitioner 
and patient is seen. Finally, we will ex- 
amine how patients as patients are 
visualized. To summarize, we will ana- 
lyze how student-dentists perceive them- 
selves, the people on whom they work, 
and the link itself between themselves 
and those people. 

This report is based chiefly on data 
from interviews, averaging around an 
hour and a half in length, with 160 
statistically chosen respondents drawn 
from the students at a state and at a 
private school. The stratified random 
sample obtained comprised 28 per cent 
of the universe studied. All designated 
respondents were interviewed and a very 
high degree of rapport was obtained in 
almost all instances. To insure adequate 
coverage for comparative purposes, a 
pretested interview guide was used, but 
questions and probes were left as un- 


structured as possible. The interview 
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protocols were subjected to both a quan- 
titative and qualitative analysis. In 
what follows, limitations of space will 
prevent the presentation of more than 
selected and illustrative data from which 
the findings were derived, but full de- 
tails are available in the original source 
document.* 


Self-Image 


Almost all dental students perceive 
themselves entering a profession about 
which they feel the public has at least 
some definitely unfavorable views. Only 
10 per cent of our respondents, for in- 
stance, believed that people had a gen- 
erally favorable image of the dentist. In 
contrast, more than three times as many 
thought that people had a generally 
unfavorable view. The rest visualized a 
mixed image. 

Do people really have unfavorable 
images of dentists? For some social- 
psychological purposes this is not too im- 
portant a question. If people define a 
situation as real, it is real in so far as it 
has consequences for their behavior and 
also for understanding that behavior.® 
If you believed a building were on fire, 
you would act on that belief. In order 
to understand your behavior it would be 
necessary to take into account this be- 
lief of yours even though it were a mis- 
taken one. Similarly, student-dentists 
believe people do have a negative image. 
They act on the basis of this image, and 
their behavior can only be understood 
by taking into account the fact that they 
so define the situation. 

In itself a certain degree of negative 
self-perception about one’s work activi- 
ties is not unique. Sociological studies 
of various service occupations indicate 
this rather clearly.6 Most workers in 
any given field believe the public at large 
does not have as favorable an image 
of the occupational role as the workers 
in the activity believe they should have. 
This is true whether the people involved 
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be physicians or janitors, school teachers 
or call girls. 

However, dental students necessarily 
perceive this lack of appreciation and 
understanding on the part of the people 
they service much more than even other 
professional students, because they have 
maximum interaction with patients while 
still in dental school. To be sure, the 
student is under supervision and nomi- 
nally at least can do no dental work 
without the written permission of a den- 
tal instructor. Still, the senior dental stu- 
dent performs dental operations and 
engages in dental work that differs in no 
way from what a licensed practitioner 
does except that the student does it 
within the confines of a school clinic. 

The same cannot be said about medi- 
cal, nursing, law, engineering, teaching, 
pharmacy, and other professional stu- 
dents. In a way, their training, par- 
ticularly in relation to future recipients 
of their service, is much more abstract 
and remote; it does not partake of the 
same continuous and realistic on-the-job- 
like kind of dealing with patients that 
the dental student undergoes. There is 
little if any gap between what a dental 
student does and what a licensed practi- 
tioner does, compared with, for example, 
the large differences between what a 
medical student does and what a licensed 
physician does.? It is because of this 
that we say that a negative self-image of 
the work role they will assume necessi- 
tates more of a reaction from dental than 
it would for other professional students. 
In their clinic work role, students see 
themselves as being responded to along 
certain lines as dentists. Since they be- 
lieve the response is negative, they have 
to learn to adjust to it. 

We will examine something of what is 
involved by first looking at the different 
dimensions of the self-image, and second, 
by seeing what kind of responses are 
made. 

There are three aspects to the nega- 
tive self-image. Thus, 60 per cent of 
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our respondents felt the public thought 
the dentist had only mechanical skills. 
About 44 per cent believed people took 
an unfavorable view of dentists because 
of the physical pain involved in much 
dental work. And finally, 32 per cent 
saw people as reacting negatively because 
supposedly high fees were charged. The 
negative self-image of dentists therefore 
is a compound of the supposed belief of 
actual and potential patients, that dentists 
are individuals who hurt people while 
doing mechanical work for which they 
charge too much. Or as one dental stu- 
dent phrased it: “The average person 
thinks you are an overcharging, sadistic, 
mouth plumber.” 

In the face of supposed negative atti- 
tudes of others toward one-self (es- 
pecially one’s work role), how do people 
generally react? In some rare in- 
stances, the negative attitude of others 
is incorporated into the self-conception 
in such a way that it may become a 
source of pride. One finds this for ex- 
ample among some criminal occupa- 
tions.* However, in the vast majority 
of cases, negative attitudes of others are 
dealt with in such a way so as to soften 
their unfavorable impact. This is true 
of the student-dentist. While recogniz- 
ing the supposed negative view of others, 
he acquires through his professional 
school experiences an interpretation of 
these attitudes that can be made con- 
sistent with the desire for a positive self- 
conception. What is meant by this can 
be seen by separately examining the 
learned reaction to each dimension of 
the negative self-image. 

Physical Pain—The charge of inflict- 
ing pain on others is neutralized in three 
ways: (1) About 30 per cent of our re- 
spondents, who felt people negatively 
viewed dentists because of the pain they 
occasioned, denied that pain is seriously 
involved in almost all dental work. The 
position is taken that people greatly ex- 
aggerate its appearance or that it can- 
not appear because of the modern tech- 
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nics available to prevent it. In either 
case, the denial of the possibility serves 
to excuse the dental practitioner from 
feeling responsible for any complaints 
about severe pain that are voiced. As 
one respondent said: 


“A lot of pain is just their imagination but 
they'll be darned before they'll believe that. 
Some of them start to feel it before you pick 
up an instrument. It’s never half as bad as 
they claim it is, and most times you know it 
just isn’t there physically. It’s all in their 
heads.” 


(2) Sometimes the point is granted 
that pain is involved in dental work, but 
the major responsibility for its appear- 
ance is placed on the patient himself. 
Interestingly enough, it is among the 
better students that blame is most often 
displaced from practitioner to patient. 
Essentially the argument is made that a 
dentist is not to be blamed if a person 
permits his dental condition to deteri- 
orate to a point where it will hurt when 
any work has to be done. One of our 
respondents stated it in just such terms: 


“The great majority of people have a definite 
fear and that’s what leads to what they are 
afraid of in the first place. They are afraid 
of going and so their mouths become atrocious. 
So when they finally do go to the dentist they 
have a lot of trouble and pain. The dentist 
can't help hurting them when they've let their 
mouth condition slip the way they have. If 
it hurts, it’s their own fault for waiting.” 


(3) Finally, there are those students 
who neither deny infliction of pain nor 
displace blame for its appearance. The 
general position they take is that pain 
is not a deliberate end in itself. Rather 
it is an unavoidable but necessary means 
to a more desirable end. However, even 
those student-dentists who believe this 
are exceedingly reluctant to interact with 
patients on such an explicit basis. The 
reason for this is unclear. Some of our 
data suggest that there is an unwilling- 
ness to voice this attitude because it will 
call attention to what otherwise might re- 
main dormant. 
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In all three reactions cited, it is clear 
that there is a discrepancy between the 
reality perceived by students and that 
perceived by patients. At least two 
points are involved. One is that pain and 
dentistry are inexorably linked by many 
people. Leaving aside personal experi- 
ences, the pain of dentistry is constantly 
asserted in the mass media, in cartoons, 
and in popular jokes. To deny, mini- 
mize, or excuse the painful aspects of 
dentistry is to deny the reality of the 
world as most people see it. As said 
earlier, if a person defines a situation as 
real, it is real in so far as consequences 
are concerned. 

Moreover, the matter of routine and 
emergency is involved here.® In many 
ways, the routine work of the dental 
practitioner is made up of the emergen- 
cies of his patients. This is a frequent 
source of conflict in health service occu- 
pations if not all service occupations. 
The person with the health problem feels 
that the health practitioner belittles his 
trouble when he treats it, as he neces- 
sarily must, in a routine way as a case 
similar to many others. To insist addi- 
tionally that the patient is exaggerating 
the painfulness of his troubles or that 
it is his own fault is, so to speak, adding 
insult to injury. 

Only Mechanical Skill—Nearly two 
out of three of our respondents felt that 
the dentist is unfavorably viewed be- 
cause he is thought to have only mechani- 
cal skills. The word “only” is important. 
There is resentment to references about 
mechanical skills because it is perceived 
as a denial of the professional status of 
dentistry, and as carrying an implication 
that dentists are trying to claim more for 
their work than is actually involved. As 
one respondent commented: 

“Many people think of him as a mechanic 
working in spit like an auto mechanic working 
in grease. Heck, he’s a professional man with 
a lot of skills that have taken him a long time 
to acquire. It’s not like on-the-job training like 
in a garage. He knows much more, and he’s 
got many more skills than just the mechanical 
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ones. As a matter of fact they are rather 
minor. The dentist isn’t just a mechanic.” 


The typical reaction to the “mechanic” 
image is well indicated in the quotation. 
Its validity is flatly denied. In fact, on 
few matters have students in dental 
school acquired a stronger attitude. This 
is understandable because unlike the 
charges of pain and high fees, this is 
one that their very training most clearly 
contradicts in many ways. However, as 
the following quotations illustrate, stu- 
dent-dentists have a great deal of diffi- 
culty in convincing people that dental 
practitioners are more than mechanics. 

“A lot of them are amazed to know what 
you have to do in school. Things like making 
a complete dissection, attending autopsies, and 
so on. There’s amazement over that. They 
don’t understand the education you get. Even 
my folks don’t seem to understand all that is 
involved and it always shows up in discussions 
with friends. When you talk about the science 
courses they ask when are you going to start 
training to be a dentist.” 

“They don’t know all that is involved. 
People think we start right into dentistry and 
don’t know about the basic sciences. For ex- 
ample, when we talk about anatomy people 
will ask what good is cutting up a person— 
what good is that for a dentist? But explain 
to them as much as you will, they can’t seem 
to see what anatomy, biochemistry, physiology, 
and the rest of the science courses have to do 
with filling teeth. You get the impression that 
they feel that somehow it’s all unnecessary 
and that something must be wrong somewhere 
along the line. One person even said that 
state schools have so much money, that they 
must spend it in some way!” 


Fundamentally involved here is a 
basic lack of agreement about the pre- 
sumed aim of dentistry. Generally 
speaking, the student conceives the major 
task of dentistry as that of preventing 
dental disorders. People in general how- 
ever apparently visualize dentistry 
mostly as a reparative rather than pre- 
ventive type of activity, and thus of a 
“mechanical” nature. The over-all result 
is that in still another area practitioners 
and patients operate with different 
frameworks and consequent misunder- 
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standing. The dentist who insists he is 
not a mechanic is denying what a patient 
may believe should be his area of com- 
petency. In turn, the refusal of the prac- 
titioner to accept the mechanic designa- 
tion given him by patients even more 
obviously rests on the difference in em- 
phasis regarding repair or prevention. 

High Fees—About one of every three 
of our respondents felt that the dentist 
was unfavorably viewed because of the 
high fees that people believed he de- 
manded, especially in relation to the 
work performed. The issue is seen as 
one of presumed disparity rather than 
cost as such. As one respondent said. 

“Most of them think dentists live nice, big, 
soft lives. Not that they exactly think that 
they steal money, but most people don’t feel 
that dentists give them their money’s worth of 
service. 


There are three major reactions to this 
unfavorable image of a person who de- 
mands more in financial return than he 
is thought to be worth: (1) A blanket 
denial is made that fees are excessively 
high for the service rendered. Such 
denials very often use medicine as a 
standard «f comparison. It was put this 
way by one respondent: 

“People are willing to go to a physician for 
a physical and pay $5 without question for 
the checkup. But if they go to a dentist for 
a checkup they yell about it because they say 
he hasn't done anything. They have the wrong 
idea there. Dollar for dollar, the dentist gives 
a much better bargain.” 


(2) Occasionally it is admitted that 
fees are high, but they are justified as 
necessarily so. It is said a dentist is 
entitled to charge high fees because, like 
a physician, he has had to learn very 
complicated skills, or the professional 
education required is very costly. Few 
student-dentists would express themselves 
so openly to a patient in the way indi- 
cated in the following quotation, but it 
is often a basic underlying attitude re- 
garding the formal education required 
to become a dentist. 


1316 


“I do quite often run across some wild ideas. 
Some person will say he had to pay $6 or $10 
to get a tooth filled. Now maybe that’s not 
cheap. But I figure I'll have spent $50,000 in 
money in predental, here, in the equipment 
I'll have to buy, and the money I could have 
been earning all the time. This is what I've 
lost. The public doesn’t realize what it costs 
to become a dentist. It’s only fair that I should 
charge what I needed for my education. It’s 
unfortunate that some people can’t pay high 
fees, but someone has to pay for my educa- 
tion.” 


In the two reactions indicated above, 
students make an assumption that both 
parties—patients and practitioners—are 
using the same standard of comparison 
and evaluation. This is doubtful. Dental 
practitioners place themselves in the 
same professional category as physicians. 
But even the vast majority of our re- 
spondents, 87 per cent of them, said 
that few persons evaluate the dentist as 
highly as the physician. Likewise, the 
“mechanic” image of dentistry discussed 
earlier does not suggest that dental prac- 
titioners really believe patients attribute 
to them the same level of formally 
learned skills as is attributed to physi- 
cians. The denial and/or justification 
of high fees consequently is from a dif- 
ferent framework than that used by pa- 
tients. 

(3) About 33 per cent of our re- 
spondents who said people had an image 
of a dentist as a person who charged 
high fees, said the accusation was true 
but only in a limited sense. Thus, some 
dentists overcharge but they are in the 
minority. The position is taken that it is 
unfair to categorize all dentists as 
“chiselers” because of the actions of a 
few. Here, instead of justifying or deny- 
ing the accusation, it is displaced on to a 
limited number of persons in the profes- 


sion. Or as stated in an interview: 


“Sure, there’s no question that sometimes 
fees are exorbitant. But that’s because you 
have a few crooks in dentistry like you find in 
any other field. Why should all dentists take 
the blame for a few bad apples?” 
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This may be a logical defense. How- 
ever, it ignores a social psychological as- 
pect of the practitioner-patient relation- 
ship. In the health area most persons 
already feel themselves at the mercy of 
the professional.’° Obviously they would 
not go to a dentist if they felt they could 
solve the dental problem themselves. To 
take the position indicated is to say that 
in addition to trusting the competence of 
the practitioners they choose, patients 
will also have to take a chance on their 
honesty. 


Images of the Relationship Itself 


The dentist works alone. In few 
other occupations and in no other pro- 
fession is the practitioner so independent 
of colleagues, auxiliary workers, and 
even clerical personnel. In fact, dentists 
are closer to the ideological model of 
the private entrepreneur than are physi- 
cians who are often cited as good ex- 
amples of the model. The average physi- 
cian is part of a network of professional 
relationships involving hospitals, special- 
ists, and medical technologists.’ In 
contrast, the professional relationships 
of the vast majority of dentists are al- 
most exclusively with their patients and 
no one else. 

The novice when he enters dental 
training does not think of this. For ex- 
ample, only 23 per cent of our respond- 
ents said the independence of the dentist 
was a reason for their entry into the 
field. Actually freshmen have only the 
vaguest and most nebulous of images of 
patients and how a dentist relates to 
them. The exclusiveness of the patient- 
practitioner relationship only starts to 
become apparent to the student when he 
first begins to work in the clinic. 

However, more important than the 
growing awareness by the student that 
his professional work relationships are 
confined almost exclusively to his pa- 
tients is the kind of relationship that is 


visualized. Students acquire different 
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images. These are derived not so much 
from personal contact with clinic pa- 
tients, but from a taking over of vary- 
ing ideal-type conceptions of the relation- 
ship that are held by different subgroups 
in the student body. A basic dichotomy 
exists. By some, the patient is perceived 
as central with the dental work second- 
ary. Others instead see the work as 
primary with the patient being of 
secondary importance. 

Moreover, within each of these two 
broad orientations, there is a further 
and important distinction made. Thus, 
among those who are patient-oriented, 
there are those who perceive patients as 
means to an end, and those who see them 
as ends in themselves. The former in- 
volves an instrumental view of patients. 
Patients are important because they are 
the means whereby the student can pro- 
gress through school. Patients are acted 
toward and evaluated on the basis of 
how well they serve the student in ac- 
complishing this personal goal. 

In contrast are the other dental stu- 
dents who also are patient-oriented. To 
these the patients are important in them- 
selves. The relationship is consequently 
broadly viewed, and the patient is treated 
as a human being in addition to the 
narrower role of patient. This some- 
times leads to actions toward such pa- 
tients that are dictated by other than 
strictly dental considerations. This is 
illustrated by an example given by one 
of our respondents. 


“Now take the 68-year-old woman I was 
telling you about. She had a comparatively 
good mouth for a woman of her age. In 
theory she should have had two gold inlays 
put into her. That was what the theory said 
and I agreed with all that. But it was not 
fair to subject her to all that. From the human 
viewpoint and this is what I would have done 
in private practice, was to put a silicate in. 
It’s not the best filling but it would save her 
a heck of a lot of trouble and it would cost 
her only $3 or $4. Heck, she might not last 
another year so why make her go through all 
that trouble. The theory was right but I 
don’t think it was fair to her as a person. I 
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ended up working it so that everything has 
been postponed for six months and then we'll 
see.” 


In contrast with this somewhat per- 
sonalized kind of relationship are those 
relationships manifested by work- 
oriented student-dentists. They are of a 
much more impersonal nature. Here 
also there are two subtypes. Some of 
the work-oriented view patients as show- 
cases for the exhibition of the technical 
skills of the practitioner. Students who 
are particularly interested in the me- 
chanical aspects of dentistry are es- 
pecially prone to think in this way. For 
them, manikins would serve the purpose 
equally well. In fact, some of our re- 
spondents indicated a preference for 
inanimate objects since they presented 
less of a hinderance to the exhibition of 
technical competence than did live pa- 
tients. 

The other type of work-oriented dental 
student sees patients primarily as living 
examples of basic dental problems and 
knowledge. Relationship to patients is 
governed by the extent to which various 
patients provide graphic examples of 
what dentistry is concerned with and 
the problems posed for study and re- 
search. In a way, these dental prac- 
titioners relate themselves much more 
to the dental ailment than they do to the 
person with the ailment. However, un- 
like the technic-oriented, these student- 
dentists are more interested in dental 
fundamentals than they are in applica- 
tions of dental knowledge. In this re- 
spect they are the most distant of all 
from patients. 

The outlook upon the patient-practi- 
tioner relationship, to a considerable ex- 
tent, is also associated with perception 
of dentists and dentistry. Thus, those 
who take an instrumental view of pa- 
tients see dentistry more or less as a job, 
while those who think of patients as 
persons to be helped see it as more of a 
humanitarian calling. Those who view 
patients as showcases for exhibitions of 


their skill perceive the dentist as a tech- 
nician, but those who see patients as ex- 
amples of dental problems and knowl- 
edge view the dentist as somewhat of a 
scientist. 


Images of Patients 


A learned characteristic of human per- 
ception is the seeing of other people as 
members of general categories rather 
than as particular personalities.’* Such 
categorizing is stereotyping. You have 
learned to see an individual as male or 
female, white or Negro, young or old, 
and so on, so that you respond to that 
category before you respond to particu- 
laristic and more unique characteristics. 
This kind of social typing has a fune- 
tional usefulness in everyday living. It 
saves time and effort to respond to a 
category. True, such categorizing leads 
sometimes, as in the instance of racial 
categories, to major errors of judgment 
and failure to see the qualities of the 
actual person involved. There is this 
negative consequence of the use of 
stereotypes. However, as_ indicated, 
stereotypes should not be considered as 
totally dysfunctional for social interac- 
tion. 

All of this applies to the student- 
dentist. Like everyone else he learns 
stereotypes. Some of the results of this 
are positive in that they enable him to 
do his work quicker and more efficiently. 
Some stereotyping, on the other hand, is 
negative in that it hinders what he is 
trying to do. 

Although few students seem to realize 
it, they learn from more advanced stu- 
dents to distinguish various types of pa- 
tients, or in our terminology, perceive 
patients in stereotypic terms. They are 
not much more aware that they also 
learn, through interaction with other stu- 
dents, the tactics that can be used to 
cope with problems posed by patients 
stereotyped in different ways. To show 
what is involved in such perceptions and 
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reactions, a short examination is made 
here of one of the most prevalent stereo- 
types. 

There is the stereotype of the “talka- 
tive” patient, the person who continually 
verbalizes. This type is seen as present- 
ing a twofold problem. The vocal activity 
itself is an obstacle to doing any dental 
work in the mouth. Furthermore, the 
“talker” may challenge the superordi- 
nate status of the student-dentist by ques- 
tioning the procedures to be followed. 
The general tactic learned by student- 
dentists to handle such types of patients 
is the very simple one of physically pre- 
venting the patient from vocalizing. As 
two different respondents said: 

“T had to learn one thing. That was to 
prevent patients from talking too much. I 
wanted to be friendly at first, but there are 
some women particularly who will talk your 
ear off if you give them a chance. Sometimes 
to shut them up you have to put things in 
their mouths. Or you use something like the 
rubber dam for a purpose other than that for 
which it is intended. When it’s mounted in 
the mouth, the person can’t talk.” 

“There are some people that are talking all 
the time. I don’t mind that but I found out 
that some of them just take the opportunity to 
argue some point or another with you. Well 
I wasn’t going to stand for that. So now 
when I get one of those patients, I just stick 
an instrument or another in their mouths. 
They can’t answer back and they have to 
listen.” 


Clearly such a tactic is functional in 
that it allows the typically hard-pressed 
student to proceed, whereas he might 
otherwise use clinic time he can ill 
afford. On the other hand, through this 
tactic, some patients are frustrated in 
obtaining those reassurances they are 
seeking to obtain through talking. By 
classifying all talkers into the same cate- 
gory and acting toward them in a uni- 
form fashion, students irritate if not 
alienate otherwise pliable patients. Some 
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students are not unaware of this. How- 
ever the clinic situation is perceived as 
requiring that the establishment of 
rapport with patients be sacrificed to the 
task of getting the work done as quickly 
as possible. 

Is what has been discussed here ap- 
plicable to licensed dentists already in 
practice? Our study indicated that 
graduating seniors certainly expected to 
act toward patients in the way they 
learned to look at them while in dental 
school. It seems undeniable too that new 
dentists starting their practices would 
initially have the same perception of the 
relationship as student-dentists. How- 
ever, whether changes do or do not 
occur is a point beyond the scope of the 
research data on which this paper is 
based. While the author would hypothe- 
size that such changes in orientation 
as did occur would be minimal, this is 
in the realm of speculation and a definite 
answer will have to await some future 
empirical test. 
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As part of a longitudinal study of child health and development, the authors 
of this paper report on respiratory infections among a group of children 
followed periodically from birth to age 18. The variations 

experienced by the members of the group are analyzed and 

discussed. Implications for further research 


are indicated. 


CONTRIBUTION OF RESPIRATORY INFECTIONS TO THE 
TOTAL ILLNESS EXPERIENCES OF HEALTHY 
CHILDREN FROM BIRTH TO 18 YEARS 


Isabelle Valadian, M.D., M.P.H., F.A.P.H.A.; Harold C. Stuart, M.D., F.A.P.H.A.; and Robert 


B. Reed, Ph.D. 


HIS paper reports on the respiratory 

infections experienced by 134 chil- 
dren, 67 boys and 67 girls, who consti- 
tute the Maturity Series of the Longi- 
tudinal Studies of Child Health and De- 
velopment, conducted since 1930 by Dr. 
Harold C. Stuart at the Harvard School 
of Public Health. These children were 
followed periodically from birth to their 
18th year by a staff representing several 
disciplines. The research program has 
been described by Dr. Stuart in a Sup- 
plement to the November, 1959, issue of 
Pediatrics.' 

The basic data on illness were collected 
through health histories and pediatric 
physical examinations at three-month 
intervals during the first two years, six- 
month intervals from two to ten years, 
and annually thereafter. 

This report deals separately with the 
several types of common respiratory ill- 
nesses as well as the less common specific 
respiratory complications. Its goals are 
to provide cross-sectional information 
which gives the range of individual 
variations quantitatively and qualita- 
tively at successive age periods, and 
longitudinal information on individual 
patterns. 


Methodology 


Definition of Respiratory Illness 


Included in respiratory illnesses are 
those which manifest any of the wide 
range of symptoms or signs of involve- 
ment of the respiratory passages. How- 
ever, these were included only when they 
appear as the primary manifestations of 
the diseases and not merely accompani- 
ments of more general illnesses or 
prodromal signs of a communicable 
disease. In counting the number of ill- 
nesses it was sometimes difficult to dis- 
tinguish between exacerbation with re- 
missions and recurrences after recovery. 
This applies particularly to minor ill- 
nesses which were usually not seen by 
a physician. Unless separated by a com- 
plete symptom-free period, successive 
recurrences were counted as one illness. 


Scoring System 

In order to assess the impact of ill- 
ness on the child’s health, a numerical 
score was assigned to each illness on a 
predetermined scale, which has been 
more fully described elsewhere.* The 
basic unit of “1” was assigned to a 
respiratory illness with evidence of in- 
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volvement of both upper and lower 
respiratory areas, of moderate severity, 
lasting a week. Adjustment of the score 
for other respiratory illnesses took into 
account symptomatology, extent of in- 
volvement, complications, and duration. 
Although it is not always possible to as- 
sign a precisely accurate score to a par- 
ticular illness, especially one of long 
duration and changing severities and in- 
volvements, two of the authors have 
found it possible to check with satisfac- 
tion ratings of cases chosen at random, 
except in occasional long and compli- 
cated cases which required joint review 
and discussion. Any illness of consider- 
able duration is likely to have changing 
severity ratings with time. For example, 
a long illness might be, assigned a rating 
of “severe” for one week, of “mild” for 
a second, a recurrence of “severe” for 
a third, of “moderate” for the fourth, 
and again “mild” for a fifth and last. It 
might well be that the mildness of the re- 
ported symptoms during the second week 
would lead investigators to report this 
whole episode as two illnesses separated 
by recovery during the second week. In 
our scoring system, dropping out the 
“mild” rating for the second week would 
have changed the number of illnesses 
from one to two but would only have re- 
duced the total score by 14 point. 


Classification 


Bacteriological studies were not made 
for identification and isolation of etio- 
logic agents, except when children were 
hospitalized, so no attempt has been 
made to classify respiratory infections 
(RIs) according to their etiology; 
neither have anatomic distinctions pro- 
vided the primary basis for classification 
of respiratory illnesses. The basis for 
classification was the extent of involve- 
ment, the severity, and the specific com- 
plications noted, as for example, otitis 
media or pneumonia. Recognition of 
these has seemed more important in this 
study than assigning exact diagnosis. 
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The classification adopted is the fol- 
lowing: 

I. Common Acute Respiratory Infection— 
Slight, moderate, severe. 

II. Specific Respiratory Infections—Tonsillitis, 
otitis media and pneumonia which were 
included only when there was specific 
proof such as physician’s diagnosis or 
evidence of recent infection at physical 
examination. They were fewer in num- 
ber than the common respiratory infec- 
tion and were not subdivided | according 
to severity; however, severity is demon- 
strated in their respective scores. 

III. Chronic or Prolonged Respiratory Infec- 
tions. 

IV. Other Respiratory Infections—Include 
miscellaneous diagnoses such ag mastoidi- 
tis, sinusitis, and so forth, which were too 
few in number to constitute each a 
separate category. 


The respiratory infections might in- 
clude many undiagnosed allergic re- 
actions in the respiratory tract. Only 
known allergies, such as hay fever, 
asthma, or repeated “cold,” which after 
skin tests proved to be allergic, are 
listed under the subgroup “allergy.” 

Respiratory illnesses constitute 83 per 
cent of the number of total illnesses ex- 
perienced by boys and girls from birth 
to 18 years. At all age periods the 
percentages of total illnesses which are 
respiratory are high. This is strikingly 
apparent from the following figures 
given in round numbers: 85, 82, 81, 79, 
and 91 per cent for boys at the succes- 
sive age periods of infancy, preschool, 
school, early and late adolescence were 
respiratory. For girls the comparable 
percentages are 81, 82, 80, 83, and 91 
per cent. The lowest percentage of 
respiratory illnesses was 79 for boys dur- 
ing early adolescence, whereas the high- 
est was 91 for both boys and girls dur- 
ing late adolescence. 

Figure 1 presents the respective values 
of number and score for respiratory 
allergies and infections of the types de- 
fined in this classification. These are 
given by age periods, for boys and girls 
separately. The chart is composed of 


NUMBER 
per child Boys 
per yeor 


0-2 2-6 6-10 10-14 


SCORE Boys 
per child 
per yeor 


four parts: The upper two give the 
number for boys on the left and girls on 
the right; the lower two give their 
scores. Each vertical column represents 
one age period as indicated. Within 
each column values of number and score 
for each type of respiratory illness are 
superimposed in the order which is 
shown in the key. This chart summarizes 
graphically the data presented in actual 
values in Tables 1 and 2. The discus- 
sion here relates to the graphic presenta- 
tion. 

Known allergies form a small part of 
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Figure 1—Respiratory Illnesses by Number and Score for Boys and Girls by Age Periods 
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respiratory illnesses. No case was recog- 
nized in this group in infancy. Pre- 
school boys had 18 and girls had 23 
allergic illnesses accounting only for 1.80 
per cent and 2.82 per cent, respectively, 
of the total respiratory illnesses at this 
age. In succeeding age periods the 
number of allergies increased for boys; 
the peak at the school-age period was 29 
or 4.26 per cent. During the entire 
period of study the boys had about twice 
as many allergies as the girls. Almost 
all of the differences between the sexes 
occurred during the school and early 
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adolescent years when the boys had 
their maximum occurrences of allergies 
and the girls had very few. The corres- 
ponding scores present a similar trend, 
the score values being less than the 
number except in late adolescence for 
girls; here, girls’ score exceeds boys’ 
and, in addition, their score is greater 
than their number which was due to 
more long-duration allergies. 

The total numbers of respiratory in- 
fections (shown in the columns by all 
the shaded areas) were at all age periods 
greater for boys than girls. The total 
scores for both sexes were less than the 


corresponding number at all age periods, 
which means illnesses were on the aver- 
age mild to moderate; scores were more 
alike for both sexes except in the pre- 
school period when the girls’ score was 
higher. For both sexes the preschool- 
age period represented the greatest num- 
ber and score. The next highest rates 
of illness were found in infancy. 
“Slight” and “moderate” respiratory 
infections constitute the majority of the 
number of respiratory infections at all 
ages, in both sexes. The smallest con- 
tribution of these two categories was 66 
per cent of the illnesses among girls from 


Table 1—Proportion of Infections and Known Allergies Among Total 
Number and Score of Respiratory Illnesses by Sex and Age Period 


Sex Total 

and Respiratory 

Age Illnesses Infections Known Allergies 

Number N % N % 

Boys 

0- 2 431 431 100.00 -- _ 
2- 6 997 979 98.20 18 1.80 
6-10 681 652 95.74 29 4.26 
10-14 409 384 93.89 25 6.11 
14-18 445 439 98.65 6 1.35 
Girls 

0- 2 379 379 100.00 -- — 
2- 6 815 792 97.18 23 2.82 
6-10 613 612 99.84 1 0.16 
10-14 331 326 98.48 5 1.52 
14-18 335 327 97.61 8 2.39 
Score % % 

Boys 

0- 2 248 248 100.00 
2- 6 589 581 98.56 8 1.44 
6-10 371 353 95.18 18 4.82 
10-14 165 146 88.42 19 11.58 
14-18 182 180 98.70 2 1.30 
Girls 

0- 2 241 241 100.00 -- 
2- 6 659 652 98.96 7 1.04 
6-10 380 380 99.90 — 0.10 
10-14 174 169 97.12 5 2.88 
1418 167 156 93.70 10 6.30 


Fractions under \% have been dropped; those over % have been raised to the next unit. 
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ages 2 to 6 and the largest contribution 
was 97 per cent of the illnesses among 
boys from ages 10 to 14. 

The score values by definition place 
less importance upon the “slight” re- 
spiratory infections and increase the rela- 
tive contribution of such categories as 
chronic infections, otitis media, tonsilli- 
tis, and pneumonia. The largest contri- 
butions to the total scores are generally 
made by “moderate” and “severe” re- 
spiratory infections. 

Figure 2 presents the distribution of 
children by number of illnesses for each 
age period and each type of respiratory 
infection. The chart is divided into 
five vertical columns for the five age 
periods adopted. Each column is divided 
horizontally into eight. Within each of 
these, boys and girls separately are dis- 
tributed by the number of illnesses each 
individual experienced. The vertical 
scale of each type of Ri represents num- 
ber of illnesses and each dot of the chart 
represents one child. 

This chart shows that: 

1. For all types of respiratory infections, for 
boys and girls, the preschool-age period is not 
only the period of maximum number of ill- 
nesses as shown previously, but the period in 
which the maximum number of children ex- 
perienced each type of RI. : 

2. At all age periods, “slight” and “moder- 
ate” respiratory infections were experienced 
by the greatest number of children, the num- 
ber falling sharply, almost by one-half, for 
“severe” RI and more sharply for the rest 
of RI types. 

3. In addition, the greatest range of varia- 
tion in the number of respiratory infections 
per child was found in the slight and moderate 
categories (i.e., from 1 to 20); the greatest 
number of children had more than 5 or 10 
illnesses each. 


The distribution of the children ac- 
cording to the number of illnesses ex- 
perienced by each individual makes it 
possible to determine whether the epi- 
sodes of illness were distributed at ran- 
dom over the children, that is, whether 
the risk of illness was the same for all 
children. For each of the commonly 
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occurring categories, i.e., slight, moder- 
ate, and severe respiratory infections in 
all five age periods and among children 
of both sexes, there was evidence of 
variation in the risk of illness from 
child to child. Some children completely 
escaped a given type of illness during 
an age period when others were suffer- 
ing repeated attacks, and these differ- 
ences were consistently greater than 
chance expectation. This was most 
strikingly the case during the early and 
late adolescent periods for boys and 
during the school and adolescent periods 
for girls. Thus, for example, during 
early adolescence 50 boys had an aver- 
age of 4.8 per cent slight respiratory in- 
fections each, while 17 boys reported no 
such illnesses. During the same age 
period 37 girls reported 4.6 per cent 
slight respiratory infections per child, 
while 30 girls had no slight respiratory 
infections recorded. 

To investigate further the differences 
in the amount of respiratory infections 
experienced by individual children, we 
studied the changes each child presents 
throughout childhood, taking score as 
the only criterion. 

For each age group, boys and girls 
are ranked separately in order of in- 
creasing values for scores for respiratory 
illnesses, and divided into the low 25 per 
cent, the middle 50 per cent, and the 
high 25 per cent. These groups were 
identified by letters L, M, and H, the 
letter O indicating that the child had no 
respiratory illness at all. 

For each child the ratings were put 
into sequence in age-period order of in- 
fancy, preschool, school, early and late 
adolescence. These age-period sequences 
showed trends which are presented in 
Table 3. It is found that 54 vary be- 
tween L and M, 34 between M and H, 
making 88 children who retain relatively 
constant rank position throughout child- 
hood, while 46 children, or one-third 
of the children, vary in their positions 
between O, L, M, and H. 


Type ot | | 


Aye Periods in Years 


Resp. infection I 


6-10 10-14 


Specific 


| 
Eis: 
r | 


| 


Figure 2—Distribution of Children by Number of Illnesses for Each Age Period and 


Each Type of Respiratory Infection 


In order to get more insight into the 
factors which contribute to these differ- 
ences in trends, we studied the incidence 
of “high” position of any type of respira- 
tory infection at any age period. Table 
4 shows that among children who varied 
between L and M, 43 per cent had 
“high” position in scores for “slight” 
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respiratory infection, 30 per cent had 
“high” position in “moderate” ones, and 
much lesser proportion in the rest of the 
categories. By contrast, among chil- 
dren who remained constantly between 
M and H, not only is there greater pro- 
portion of children who had “high” posi- 
tions in the “slight” and “moderate” 
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Table 3—Changes in Score Ranking for 
Respiratory Illnesses Throughout Age 
Periods 


Score Position 
Varying Between: 


Total M&H M&H 


Constant 
Low 
Medium 
High 
Ascending 
Descending 
Ascending- 
descending 
Descending- 
ascending 23 8 3 12 
Ascending- 
descending- 
ascending ll 
Descending- 
ascending- 
descending 18 
Other 3 


on 
Ane 


17 


8 


w 


| 
we 
Zl oo 


Total 134 


types, but there is a tremendous differ- 
ence in the “severe” types (64 per cent 
of children against 12 per cent in the 
first group); in tonsillitis (21 per cent 
against 14 per cent); in otitis media 
(18 per cent against 3 per cent); pneu- 
monia (9 per cent against 0); and 
chronic infections (33 per cent against 
12 per cent). 

Children in the third group, with 


marked changes in position, present 
values in-between the two other groups 
for the common respiratory infections. 
They are more similar to those who re- 
mained between M and H for tonsillitis, 
pneumonia, and chronic infection; but 
definitely more (11 per cent) children 
had “high” position in “other” respira- 
tory infections, the type which includes 
a miscellaneous diagnosis of infections 
which were each too few to constitute a 
specific type. 

We can then say that in a general 
way children tend to remain rather con- 
stant in rank position for respiratory 
illnesses throughout the various age 
periods of childhood. To what extent 
can predictions be made from one period 
to the next is an important question, the 
answer to which will help us in planning 
ahead for the health supervision of indi- 
vidual children. 

Among the 34 children with “high” 
ratings in infancy, only 4 remained very 
consistently “high” throughout child- 
hood, but 16 remained relatively con- 
stant, varying between M and H; of 
these 7 presented a descending trend, 
3 descending-ascending, and 6 descend- 
ing-ascending-descending. This means 
that 20 children or more than half (59 
per cent) of those who started “high” 
remained relatively high throughout 
childhood. Fourteen children presented 
marked changes in their positions, that 
is, varied between O, L, M and H; 
among these, 10 followed a descending- 


Table 4—Percentages of Children with “High” Score During at Least One Age Period 


for Types of Respiratory Illness 


Common RI Specific RI 
Slight Moderate Severe Tons. O.M. Pneu. Chro. Other 
Score positions 
between L&M 43 30 12 14 3 0 12 1 
Score positions 
between M&H 76 76 64 21 18 9 33 3 
Score positions 
between L&H 73 53 51 22 7 8 27 ll 
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ascending trend (3 had L in preschool-, 
5 in school-, and 2 in early-adolescence- 
age periods); 3 followed a descending 
trend; and 1 descending-ascending-de- 
scending. In other words, 41 per cent 
of the children who started “high” 
changed markedly in their position; of 
these, 71 per cent had a descending- 
ascending trend. 

By contrast, among the 34 children 
who rated “low” in infancy, 4 continued 
“low” and 14 varied between L and M. 
Thus, 18 children or 53 per cent of those 
who started “low” remained relatively 
constant. Sixteen children or 47 per 
cent changed markedly; of these 12 fol- 
lowed an ascending-descending trend (7 
had a peak in school, 3 in early adoles- 
cence, and 2 in preschool). 

In other words, more than half of the 
children remained relatively constant 
(either L to M or M to H) in their 
ratings. That does not mean they will 
continue to have the same score, since 
the general trend of changes of score by 
age periods for the 134 children was a 
decreasing one from preschool to adoles- 
cence. A boy who is consistently “high” 
will have scores in the successive age 
periods from infancy to late adolescence 
which are more than 5, 10, 714, 3, and 
3, respectively. For a girl, high scores 
would fall above 5, 12, 814, 214, and 4. 
By the same token, a boy will be con- 
sistently “low” if he had under 114 units 
in infancy, under 414 in preschool, 
under 214 in school, under 5g in early 
adolescence, and under 3/, in late adoles- 


cence. A girl will be “low” if she had 
under 13g, 4, 2. 114, and 114, in the 
same sequence of age periods. 

Because of the limitation of the size 
of the group, we can only draw tenta- 
tive conclusions. These are, neverthe- 
less, of potential use in our planning 
ahead for health supervision. We 
definitely have to be alert in following 
children who have “high” amount of 
respiratory illnesses in infancy. On the 
basis of this study, 59 per cent of them 
may continue with “high” or “moderate” 
illness throughout childhood, and it is 
among them that higher proportions of 
severe respiratory infections of the 
common types as well as otitis media, 
pneumonia, chronic infections are to be 
found. This hypothesis needs to be ex- 
plored more on larger numbers of chil- 
dren of different racial and_ socio- 
economic groups, living in different en- 
vironments, to gain insight of the risks 
at different ages. The great contribu- 
tion of longitudinal studies is to bring 
not only hypotheses to light, but to bring 
out methods of study which can be ap- 
plied more easily in studies of non- 
longitudinal character. 
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Unwanted sound or noise is present to a varying degree in the community 
environment. The nature of such noise, the measures to be taken to 
control it, and the bases for action of this kind 


are discussed here. 


COMMUNITY AND INDUSTRIAL NOISE 


Welden E. Clark and Adone C, Pietrasanta 


is an almost inescapable by- 
product of industrial civilization. 
A characteristic of this age is the appli- 
cation of large amounts of energy in the 
performance of the tasks of our way of 
life. Moreover, ours is a highly mobile 
civilization, and the conveyances which 
provide this unprecedented mobility 
dissipate large amounts of energy. Un- 
fortunately, a fraction of this energy is 
dissipated as unwanted sound. Thus, as 
the energy requirements of civilization 
increase, the generation of sound tends 
to increase in step. The sound gen- 
erated by industrial machines and trans- 
portation facilities, and which intrudes 
into the home and work environment, is 
the subject of this paper. In discussing 
this topic, we will pose and answer these 
four questions: 

I. What are the important noise sources? 
Il. How can we describe the noise environ- 

ment? 
III. What criteria and design goals are ap- 
plicable? 
IV. What are feasible noise control measures? 


1. What Are the Important 
Noise Sources? 


It is convenient to consider two cate- 
gories of noise sources: community noise 
and industrial noise. By community 
noise we mean the noise that is an in- 


SEPTEMBER, 1961 


tegral part of our urban and suburban 
environment. In the main, it is noise 
that is distributed over wide areas rather 
than localized near particular sources. 

The principal sources of community 
noise include: (1) auto and truck traffic 
on city streets, highways, and freeways; 
(2) trains and other rail transit systems; 
(3) aircraft on the ground or in flight 
in the vicinity of terminal areas; (4) 
building equipment, such as air-condi- 
tioning blowers, cooling towers, com- 
pressors, and the like; (5) electrical dis- 
tribution transformers; (6) construction 
and maintenance equipment; and (7) 
oil-drilling rigs, car wash installations, 
and others. All of these noise sources 
are familiar to urban dwellers. For the 
most part they are accepted as a neces- 
sary part of the urban environment. It 
is only when one source becomes pre- 
dominant that it is the focus of a “com- 
munity noise problem.” We are all 
familiar with instances of these noise 
problems: an office building adjacent 
to a trucking route, a school under the 
landing path of an airport, a hotel room 
with windows opening toward the roof- 
top mechanical equipment of the adja- 
cent building, or a quiet residential dis- 
trict adjacent to the rapid transit line. 

Of these various community noise 
sources, the localized ones such as car 
wash installations, distribution trans- 


formers, construction and maintenance 
equipment, and building equipment can 
be effectively controlled through simple 
measures. The others, which are prin- 
cipally transportation media, present the 
major problem of noise in our contem- 
porary urban environment. 

The industrial noise sources are as 
varied as the tools of industry itself. 
Those which come quickly to mind are 
riveting guns, stamping presses, power 
saws, pumps and compressors, and the 
like.* In many manufacturing opera- 
tions there is no one principal noise 
source, but rather a composite of sounds 
from machine tools, conveyor systems, 
lift-trucks, pumps and compressors, 
steam and air relief valves, signal or 
alarm systems, and many others blended 
into an unidentifiable din. Within such 
an environment a worker may be con- 
scious of noise from a particular source, 
but to the observer outside the local 
field where that source predominates 
the noise is unidentifiable. For this 
reason we must be very precise in de- 
scribing noise sources when we are 
considering an industrial noise problem. 
The general noise environment is im- 
portant to consider in problems of com- 
munication, while the localized noise 
field is perhaps more important in con- 
sideration of potential hearing damage. 

Another class of industrial noise 
sources has arisen in recent years with 
the development of more and more 
powerful propulsion systems. The test- 
ing and maintenance of these powerful 
engines, and other activities connected 
with them, result in intense noise fields. 
Examples are the routine ground main- 
tenance of commercial jet airliners and 
the testing of rocket engines for missiles 
and space vehicles. Similar situations 
exist in certain restricted semi-industrial 
areas, such as the terminal aprons at air- 
ports where the jet and propeller engines 
are started at run-up prior to take-off, 


* A comprehensive survey of noise in manu- 
facturing industries is given in reference 1. 


and in installations where space vehicles 
and missiles are tested and flown. In 
such situations there are other major 
problems of blast and heat besides the 
noise problems, but the combination of 
these result in the necessity for re- 
stricted access, for hearing protection, 
and for special communication systems 
to maintain the activity. 


Il. How Can We Describe the 


Noise Environment? 


We must be able to measure noise and 
express it in quantitative units in order 
to deal effectively with noise problems. 
It is this foundation of theoretical con- 
cepts and agreement on quantitative 
measures that is the basis of the science 
of acoustics and the technology of noise 
control. Without this we might have an 
art of noise control—that is, the intuitive 
application of certain principles by ex- 
perienced individuals—but we would not 
have common understanding, useful 
standards, widely accepted criteria of 
means of measuring compliance with 
standards. 

The standard definition of noise in the 
context of this paper is that of unwanted 
sound. Thus we are faced with two prob- 
lems of description: How much sound is 
present and why is it unwanted? The 
second question will be answered in a 
later section of this paper; meanwhile let 
us see how to specify how much sound. 

Sound is transmitted through the air 
as a pressure fluctuation. We can 
measure this momentary variation of 
pressure from the ambient atmospheric 
pressure with mechanical devices (mi- 
crophones) that sense pressure changes 
or associated phenomena. The result is 
generally expressed as the sound pres- 
sure level, in decibels. In dealing with 
community or industrial problems this 
is frequently shortened to noise level, in 
decibels. The important word is level. 
This signifies, as in most technical work 
in acoustics, that a logarithmic unit of 
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measure, the decibel, is used. The main 
usefulness of this unit is that the loga- 
rithm of the sound pressure fluctuation 
is a more compact and easily handled 
value than the magnitude of the fluctua- 
tion itself. Also, the logarithmic scale is 
closely related to the way people sense 
many physical stimuli. 

Now that we have defined a unit of 
measure we must decide how to apply it. 
The noises we are concerned with have 
various frequency components through- 
out the range of frequencies audible to 
the human ear. An over-all measure 
of the generally audible sound is the 
over-all sound pressure level in decibels. 
This is the quantity read from the meter 
of a sound level meter (without using 
weighting networks) and is generally 
measured for the frequency range be- 
tween 20 or 3714 and 10,000 cycles per 
second, 

Most often the over-all sound pressure 
level is not a sufficient description of a 
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noise. For example, it does not dis- 
tinguish between a noise having pre- 
dominant low-frequency sound and one 
of predominant high frequencies. In 
order to describe the frequency distribu- 
tion of the sound it is common to meas- 
ure and report sound pressure levels in 
octave bands of frequency. Figure 1 
illustrates two noise spectra graphed to 
show the sound pressure levels in each 
of eight octave bands of frequency. Note 
that the over-all levels for these two 
noises are identical, but that the octave - 
band levels differ. 

Different parts of the frequency spec- 
trum are not equally important in all 
noise problems. For example, the noise 
in octave bands between 600 and 4,800 
cycles per second contributes most to 
speech interference. Other frequencies 
below and above this range are not of 
great importance to speech interference 
in most practical cases. The speech 
interference level? is defined as the 
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Figure 1—Two Noise Spectra That Exhibit Similar Over-all Sound Pressure Levels but 
Different Levels in Octave Bands of Frequency and Different Perceived Noise Levels, 
Loudness Levels, and Speech Interference Levels 
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arithmetic average of the sound pressure 
levels, in decibels, in the three octave 
bands 600-1,200, 1,200-2,400, and 2,400- 
4,800 cycles per second. 

Further, different frequency 
ponents are not perceived equally by 
human beings; instead, high-frequency 
sounds are perceived to be louder, and 
noisier, than low-frequency sounds of 
equal sound pressure level. These con- 
siderations have resulted in develop- 
ment of noise level measures that are 
weighted in various ways to take par- 
ticular account of important parts of the 
noise spectrum for a given purpose. 
Those that are in wide use are perceived 
noise level* and loudness level.* Com- 
puted values of these are tabulated in 
Figure 1 for the two noise spectra illus- 
trated. Perceived noise level, expressed 
in perceived noise decibels (PNdb), is 
heavily weighted toward middle and 
high frequencies to reflect their greater 
perceived noisiness. Loudness level, ex- 
pressed in phons (a decibel-like meas- 
ure), is also weighted heavily by high 
and middle frequencies, although slightly 
less so than perceived noise level. The 
distinction is principally that perceived 
noisiness has the connotation of annoy- 
ance or, conversely, of relative accept- 
ability, while loudness is a_ relatively 
more abstract concept. 

The A and B scales and filter net- 
works on sound level meters represent an 
attempt to provide a single measure of 
sound pressure level that weights the 
high and middle frequencies more than 
the lows, and thus correlates better with 
than does the over-all 
sound pressure level. When possible, 
measurement in octave bands is prefer- 
able to use of A or B scales, since per- 
ceived noise level, loudness level, and 
speech interference level can be com- 
puted from the octave band levels. How- 
ever, some brief specifications and 
standards are stated in terms of A or 
B sound level meter networks. 

The time characteristics are also im- 


com- 


loudness level 


portant for sounds that are considered as 
community and industrial noise. Four 
different time characteristics that can be 
identified are continuous, fluctuating, in- 
termittent, and impulsive. Examples 
might include an electrical distribution 
transformer (continuous), busy-street 
traffic noise (fluctuating), a factory 
whistle (intermittent), and a drop ham- 
mer or a blasting explosion (impulsive ). 
For noises that are not continuous, the 
duration, time of occurrence, and fre- 
quency of occurrence must be con- 
sidered, as well as noise level. Duration 
and frequency of occurrence are im- 
portant in determining the amount of 
interruption of communication or other 
activities, and the time of occurrence de- 
termines what activities may be dis- 
turbed. 

Several composite measures of the 
level and duration of intruding noise 
have been developed and used in noise 
stimulus descriptions and in criteria for 
noise control. One general type speci- 
fies the duration above a particular noise 
level. An example is the duration in 
seconds per hour above an outdoor 
speech interference level of 60 db. An- 
other approach is to relate the intermit- 
tent or fluctuating noise to a continuous 
noise level that would result in equiva- 
lent sound energy. This method, giving 
an equivalent continuous noise level, pro- 
vides the stimulus description for a 
widely used procedure for predicting 
community reaction to 


Ill. What Criteria and Design 
Goals Are Applicable? 


We will discuss criteria in the sense 
of relationships between physical stimuli 
and the associated reactions or response 
patterns of human beings exposed to the 
noise. In this sense a criterion curve 
presents a relationship between the de- 
gree of stimulus exposure and the degree 
of reaction. In dealing with a specific 
noise problem, we can select one or more 
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of the available set of criteria as the 
criterion for application to that par- 
ticular problem. We can then select a 
point on this one applicable criterion 
curve as the design goal for the situa- 
tion. Alternatively, we may describe the 
situation by means of the criterion curve 
to illustrate the expected responses over 
a range of values of stimulus or the an- 
ticipated change in response correspond- 
ing to a proposed change in stimulus 
level. 

Three general sets of criteria having 
application to community and industrial 
noise problems are those of hearing im- 
pairment, interference with communica- 
tion, and acceptability of the noise as 
an aspect of the residential or work en- 
vironment. 

Design goals differ somewhat in char- 
acter for hearing protection, allowable 
communication interference, ac- 
ceptability. In the area of hearing im- 
pairment, we can consider both perma- 
nent damage and temporary impairment. 
The factors that are important include 
the cumulative exposure duration in 
hours, days, or years, and the distribu- 
tion of noise levels of this exposure. 
Clearly, for the same maximum noise 
level, more impairment of hearing will 
occur if that level is maintained con- 
tinuously through an eight-hour day over 
25 years than if it occurs only 10 per 
cent of the time during the day. For 
hearing protection the need is for a 
design goal that allows very little risk 
of permanent damage. However, the 
noise stimulus and the propensity of the 
individual to develop hearing impair- 
ment are the only major variables. 

The “Guide for Conservation of Hear- 
ing in Noise”’ suggests as a design goal 
a maximum level of 85 db in the 300- 
600 or 600-1,200 cps octave band when 
the noise energy is more or less uni- 
formly spread throughout the eight 
octave bands. This design goal applies 
where workers are exposed to the noise 
throughout an eight-hour day, five days 
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a week, for up to 25 years. For in- 
termittent noise situations an extrapola- 
tion procedure has been suggested (ref- 
erence 8) that allows adding three db 
to the allowable design goal level for 
each halving of the stimulus duration. 
This extrapolation provides a_ less 
stringent design goal for use in situa- 
tions such as jet engine maintenance 
operations where the stimulus is only 
present a few minutes to a few hours 
each day. 

The degree of interference with com- 
munication is a function of the type of 
communication, the conditions under 
which communication must be main- 
tained, the noise levels and frequency 
spectrum, and the time pattern of the 
noise. If satisfactory speech environ- 
ment is the appropriate concern then the 
design goal need not usually be as 
stringent as for hearing protection, in- 
asmuch as interference with communica- 
tion is generally less catastrophic than 
hearing loss. The case of airport con- 
trol tower communication is of course an 
exception. There is also more latitude in 
the choice of design goals, since several 
aspects of communication can usually be 
varied, including voice effort, conversa- 
tion distance, vocabulary, and the like. 

Table 1 illustrates speech communica- 
tion criteria that are applicable to indus- 
trial situations. The variables con- 
sidered are type of communication, voice 
level, and distance between speaker and 
listener. For given communication re- 
quirements the associated design goal 
can be determined from this table. The 
graph of Figure 2a also illustrates the 
essential relationships among voice level, 
distance and allowable speech interfer- 
ence level, for feasible voice communica- 
tion, from Table 1, in the form of a 
criterion curve. As an example of the 
application of Figure 2a an acceptable 
situation for communication in a factory 
tool room might be “raised voice at 4-8 
ft,” and the design goal would then be 
a speech interference level of 55 db. 


Table 1—Speech Communication Criteria 


Relation between speech-interference levels and the communication conditions, for a degree 
of intelligibility that is marginal with conventional vocabulary, and good with selected vocabulary, 


speakers facing each other. 


Speech Inter- 
ference Levels Distance Limits 
in Decibels re for Reliable Nature of Possible 
0.0002 Microbar Conversing Speech Communication Telephone Use 
35 Normal voice at 15 to 30 ft Continuous communica- Satisfactory 
Raised voice at 25 to 50 ft tion 
45 Normal voice at 7 to 14 ft Continuous communica- Satisfactory 
Raised voice at 15 to 30 ft tion 
55 Normal voice at 2 to 5 ft Continuous communica- Slightly difficult 
Raised voice at 4 to 8 ft tion 
Very loud voice at 8 to 16 
ft 
65 Raised voice at 1 to 2 ft Intermittent communica- Difficult 
Very loud voice at 2 to 5 ft tion 
Shouting at 5 to 10 ft 
75 Very loud voice at 1 ft Minimal communication Unsatisfactory 


Shouting at 2 to 3 ft 


(danger signals: re- 
stricted vocabulary de- 
sirable) 


The acceptability of the noise must 
be considered in many uses apart from 
the direct effects on hearing or on com- 
munication, which can be assessed 
separately. In general terms we may 
talk of acceptability as including factors 
such as the loudness or noisiness of the 
intruding noise, the disturbance of ac- 
tivities in progress as a result of the 
noise intrusion, or some “annoyance” 
caused by the noise. Such “annoyance” 
is difficult to quantify. One may be- 
come annoyed at the drip of a water 
faucet or the buzz of a mosquito in the 
middle of the night—these are certainly 
not intense noises. It is quite possible, 
however, that one is lying awake worry- 
ing about the last month’s bills and the 
dripping faucet is only a convenient 
focal point for feelings of frustration, 
and so forth. The loudness or noisiness 
of a sound is a more easily quantifiable 
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measure, however. In particular, the 
concept of perceived noisiness has been 
used to scale the sounds of aircraft. Thus, 
a means of specifying that a sound is 
twice as noisy as another, or half as 
noisy, is available. A similar descrip- 
tion for the abstract measure of loud- 
ness is available. Finally, it is possible 
through interview studies to determine 
people’s feelings of the amount of ac- 
tivity disturbance caused by the noise. 
Such activities might include listening to 
radio and television, talking across the 
back fence, or some other. 

Design goals for acceptability are 
probably least well defined and least 
critical, since the response is a subjec- 
tive one, depending on the noise stimulus 
and on the person’s attitudes, the activity 
affected, and other factors. Noise aris- 
ing from aircraft, traffic, or similar in- 
termittent or fluctuating noise sources is 
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often considered in terms of the accept- 
ability of the intrusion, even though 
speech communication may be one of 
several activities affected. One difficulty 
in such situations is the problem of 
choice between a design goal based on 
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overt reactions such as complaints, and 
a design goal based on the expected ac- 
ceptability as felt by people, whether ex- 
pressed overtly or not. The expressed 
complaints provide an accessible source 
of reactions but are subject to bias from 


Ay. 


VERY LOUD 
VOICE AT 2-5 FT 


RAISED VOICE 
AT 4-8 FT [- 


NORMAL VOICE|_ 
AT 7-14 FT 


NORMAL VOICE | 


AT 15-30 FT 35 45 
SPEECH 
(a) 


FEASIBLE VOICE COMMUNICATION 


VIGOROUS 


55 65 75 


INTERFERENCE LEVEL IN DECIBELS 


COMMUNITY 
ACTION 


THREATS OF 
COMMUNITY 
ACTION 


WIDESPREAD 
COMPLAINTS 


EXPECTED COMMUNITY REACTION 


SPORADIC 

COMPLAINTS 

REACTION B c D E F G H | 
(b) COMPOSITE NOISE RATING 


(IN 5 DECIBEL CLASSES OF EQUIVALENT CONTINUOUS 
NOISE LEVEL + CORRECTIONS) 


Figure 2—Two Examples of Noise Criterion Curves. Curve (a) Relates Feasible Voice 
Communication to Speech Interference Level, While (b) Relates Expected Com- 
munity Reaction to a Composite Noise Rating Derived from the Noise Stimulus and 
Certain Correction Factors for Time, Background Noise, Previous Experience with 
the Noise, ete. 
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NOISE SOURCE 


PATH 


RECEIVER 


POSSIBLE NOISE CONTROL MEASURES 


NEAR THE SOURCE} ALONG THE PATH /|NEAR THE RECEIVER 

MUFFLERS DISTANCE ENCLOSURE 

ENCLOSURE SHIELDING EAR PROTECTION 

BARRIERS 

REDESIGN TOPOGRAPHY MASKING 

TIME SCHEDULING ABSORPTION 
SIGNAL 
AMPLIFICATION 


Figure 3—Diagram Illustrating the Propagation of Community or Industrial Noise and 
Noting Possible Noise Control Measures for Each Part of the Propagation Path 


personal attitudes, social pressures, and 
outright manipulation. Well executed 
sociological studies, including depth in- 
terviewing, provide more insight into 
the tenor of public acceptability but are 
costly and time-consuming. There is 
promise that further work in this area 
can yield validated models for predict- 
ing the acceptability of noise intrusion 
with less necessity for relying on overt 
expressions of dissatisfaction. 

One useful sort of design goal is that 
of equivalence with an existing situa- 
tion. In such a case the perceived noise 
level measure of noisiness is particularly 
useful, as it provides for direct compari- 
son of the noisiness (or acceptability) of 
an existing and a proposed replacement 
noise source. 

A presently available procedure that 
is widely used for predicting the reac- 
tion of people in residential communities 
to noise intrusion is discussed in refer- 
ences 5 and 6. This method involves 


determination of an equivalent con- 
tinuous noise level (as described earlier), 
modifying this equivalent level by a 
number of correction factors chosen to 
account for particular conditions of 
season, time of day, background noise, 
and previous exposure of the community 
to similar noise. The result is expressed 
as the composite noise rating. This com- 
posite noise rating is related to the ex- 
pected community reaction by a cri- 
terion curve, as shown in Figure 2b. 


IV. What Are Feasible Noise 
Control Measures? 


We have chosen to illustrate the noise 
control problem with a familiar diagram, 
Figure 3, showing a noise source, a 
propagation path, and a receiver. For 
concreteness, we can assume the source 
as a fan on the roof of an industrial 
plant, the receiver as a person residing 
in a nearby neighborhood, and the path 
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as the outdoor atmospheric path between 
them. Figure 3 notes some possible 
noise control measures to lessen noise 
intrusion into the person’s home. All of 
these should be obvious with the follow- 
ing several exceptions. Time schedul- 
ing might refer to the possibility of turn- 
ing the fan off during evening hours. 
Masking refers to other noise sources 
(perhaps a back-yard fountain, or free- 
way traffic noise) that serve to mask the 
intrusion. Signal amplification refers 
to an increase of level in a desired signal 
(perhaps TV) that is being masked by 


the industrial noise. 
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A review of the history of the noise problem in industry shows how it was 
gradually recognized, and how slowly increasing efforts have been 

made to control its deleterious effects. The author discusses 

the nature of these efforts and the factors that enter into 


proper prevention and control. 


THE PROBLEM OF NOISE IN INDUSTRY 


Aram Glorig, M.D. 


S° MUCH has transpired in the area of 
the Noise in Industry problem in re- 
cent years that it is timely to set down 
for the record the salient features of this 
advance. For many years, the harmful 
effects of industrial noise on hearing 
were recognized, but until lately almost 
nothing was done about it. Owing to 
the greater mechanization of industry in 
recent decades, and abetted by the fact 
that weapons of war are now noisier 
than ever, increased attention is being 
paid to the effects of the noise thus 
created on the hearing of persons ex- 
posed to it. This history will attempt 
to outline the results of this increased 
attention as spear-headed by the Sub- 
committee on Noise in Industry of the 
American Academy of Ophthalmology 
and Otolaryngology. 

Apparently, the first record of the 
probably injurious effect of industrial 
noise on hearing was made by Fos- 
broke? in 1830, when he discussed the 
hearing loss noted among blacksmiths. 
Weber? commented on hearing loss in 
boilermakers and railway men in 1862. 
In the August 4th issue of Lancet in 
1866, there was a query by one who 
signed himself “Volunteer.” It read, 
“Can anyone of your readers suggest a 
remedy for preventing hearing loss 
caused by rifle shooting?” The answer, 


furnished in a later issue, was “use cot- 
ton in the ears.” Barr,’ in 1886 and 
1890, published rather complete records 
(for those days) on the injurious effects 
of loud sounds on hearing. Several re- 
ports in the latter part of the 19th 
century testified that railroad workers 
suffer hearing loss due to noise. Bauer,* 
in 1926, was apparently the first to call 
attention to airplane noise as a factor in 
hearing loss. As late as 1935, audio- 
metric studies on hearing loss due to 
noise were practically nonexistent 
(Bunch®). Kryter,® in 1950, published 
a monograph, “The Effects of Noise on 
Man,” which details much of the early 
history not noted above. It should be 
read by all who are interested in this 
subject. 

This brief summary of the history 
of the “Noise in Industry Problem” is 
the prelude to the recent endeavors of 
the Committee on the Conservation of 
Hearing of the American Academy of 
Ophthalmology and Otolaryngology 
through its Subcommittee on Noise. The 
early activities of the parent-committee 
were centered around prevention of 
hearing loss following infection in the 
ears, particularly in children. Nation- 
wide compulsory audiometric examina- 
tions and follow-ups of school children 
were the natural outgrowth of this phase 


VOL. 51, NO. 9, A.J.P.H. 


of the committee’s work. In 1946, a 
Subcommittee on Noise in Industry was 
organized. A program was set up which 
declared that the committee would con- 
cern itself with: (1) the establishment 
of pre-employment audiograms and 
follow-up hearing tests as an industrial 
routine; (2) the advisability of reduc- 
ing noise at its source; (3) the recom- 
mendation to wear ear protectors under 
noisy conditions; and (4) _ research. 
Two publications followed the announce- 
ment of this program. One was a manual 
written for industrial management out- 
lining procedures which should be used 
in establishing a conservation of hearing 
program. The second publication was 
a statement of the most important facts 
relative to noise-induced hearing loss. 
These are as significant today as when 
they were written several years ago. 


They follow: 


Fact 1—The hearing loss caused by loud 
noise is due to damage to the inner ear where 
the nerve of hearing ends. 


Table 1—Classification of Hearing Losses 


NOISE IN INDUSTRY 


Fact 2—Such damage is permanent; no 
method of repairing the delicate structures in- 
jured by loud noises is known. 

Fact 3—Noise causes more impairment of 
hearing for high-pitched tones than for low 
tones, and in the beginning, most or all of 
the impairment is for tones above the pitch 
ranges important for the understanding of 
speech sounds. 

Fact 4—The ears of some men are more 
easily injured by noise than the ears of others. 

Fact 5—In most industrial situations where 
injuriously loud noises exist, the volume of the 
noise cannot be reduced to a safe level by any 
method of “sound conditioning” of walls, ma- 
chines, and so forth. 

Fact 6—Hearing impairment due to noise 
can be prevented by reducing the level of the 
sounds that actually reach the inner ear. 

Fact 7—Cotton in the ears does not provide 
adequate prot.ction from noise exposure. 

Fact 8—Properly worn ear protectors reduce 
most noises to a level safe for the inner ear. 


In 1957, these documents were revised 
and combined as a “Guide for Conserva- 
tion of Hearing in Noise.” More than 
50,000 copies of this pamphlet have been 
distributed throughout the United States 


Average db 
Loss at 500, 
1,000, 2,000 
Cps in Better 


Class Name Remarks 
I Normal Less than 15 Within normal limits 
II Near normal More than 15 No difficulty with ordinary 


Ill Mild loss 


IV Moderate loss 


V Severe loss 


More than 25 
Less than 40 


More than 40 
Less than 65 


More than 65 
Less than 75 


conversation at distance 
up to 20 feet 

Difficulty with ordinary con- 
versation when distance 
exceeds 5 feet 

Difficulty with loud conver- 
sation when distance ex- 
ceeds 5 feet 

Difficulty with shout when 
distance exceeds 5 feet 


VI Profound loss More than 75 Difficulty with shout at less 
Less than 85 than 5 feet 
Vil Practically total More than 85 Loss of practical hearing for 
loss speech 
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and Canada and many parts of the 
world. 

The response to these documents was 
slow though they were given reasonable 
publicity. The attitude of most indus- 
trial leaders 15 years ago and even five 
years ago was, to say the least, conserva- 
tive. Few wished to install a conserva- 
tion of hearing program for fear that 
the institution of the necessary pro- 
cedures would emphasize that hearing 
loss due to industrial noise was a com- 
pensable condition in many states. It 
was clearly a case of “let sleeping dogs 
lie.” 

Writing about the need for a na- 
tional conservation of hearing program, 
Bunch,° in 1937, said, “It seems improb- 
able, at the present time, that such a 
program (pre-employment audiograms 
and follow-up hearing tests) will be in- 
stituted even on a small scale because 
of the expense involved.” It seemed to 
the Subcommittee on Noise, more than a 
decade later, that Bunch’s prediction was 
correct. 

Then something happened which 
changed the whole picture. In July, 
1948, the New York State Court of Ap- 
peals decided in favor of the claimant in 
Slawinski vs J. H. Williams and Com- 
pany, and gave him an award of 
$1,661.25, for a hearing loss caused by 
industrial noise, while he was still ac- 
tively working for the company. This 
was an award made by the final judicial 
authority in New York State, and it 
recognized not only that hearing loss due 
to industrial noise is an occupational 
disease, but that there may be a com- 
pensable disability in an occupational 
disease even without any loss of earn- 
ings. This latter inclusion, i.e., a com- 
pensation award without loss of earn- 
ings, was something new in New York 
State, and following it, there have been 
many interesting developments. 

An almost immediate effect was a 
flood of claims for hearing loss due to 
occupational noise. These were most 
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frequent in Wisconsin and New York, 
and in the latter state now total hun- 
dreds of cases. This led to the realiza- 
tion that something had to be done and 
that it should be done soon. Testimony 
to this is the estimate by some officials 
that the potential accrued liability in the 
United States represents a possible aggre- 
gate award of billions of dollars. This 
is a figure which naturally could affect 
the whole national economy. 

The awakened interest in the problem 
of industrial noise which these legal 
cases created brought renewed attention 
to many of the related problems. 

Closely allied to these legal decisions 
has been the matter of growing dissatis- 
faction with the current methods of re- 
porting, for medicolegal purposes, the 
percentage of hearing impairment. While 
there are several methods, the one which 
is still most commonly used is known as 
the so-called “AMA method.” This 
method, according to many observers, is 
weighted too heavily in favor of those 
whose losses are predominately in the 
higher frequencies and, in particular, 
4,000 cps is the frequency which usually 
shows the most hearing loss following 
exposure to noise. The dissatisfaction 
with these methods reached such propor- 
tions that in 1950, a joint committee 
with members from the American Medi- 
cal Association and the American Aca- 
demy of Ophthalmology and Otolaryn- 
gology was appointed. The end result of 
the work started by the joint committee 
was the publication of a “Guide for 
Evaluation of Hearing Impairment,” in 
the March-April, 1959, issue of the 
Transactions of the American Academy 
of Ophthalmology and Otolaryngology. 
The Acoustical Society, through its close 
relation with the American Standards 
Association, recommended that a com- 
mittee of the latter organization be ap- 
pointed. The duty of this committee 
was to submit a report on the state of the 
noise problem. For over a year, prior 
to the formation of this committee, many 
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well qualified investigators had called 
attention to the fact that the over-all in- 
tensity of the noise present in an indus- 
trial situation is not the sole factor which 
should be studied. They admitted that 
over-all intensities were important, but 
stressed the fact that analysis of the 
noise spectrum for predominance of 
certain frequencies might reveal facts 
which would also be important in assess- 
ing the injurious qualities of a given 
noise. Their contentions were based on 
the known clinical fact that workers ex- 
posed to noise, which has a predomi- 
nance of energy in the higher frequen- 
cies, showed more hearing loss than 
workers exposed to noise of equal over- 
all intensity with predominance of energy 
in the lower frequencies. The committee 
submitted its report to the American 
Standards Association in 1954 under the 
title, “The Relations of Hearing Loss to 
Noise Exposure.” 

During the past several years, other 
organizations than those already men- 
tioned have been actively interésted in 
the solution of problems created by in- 
dustrial noise. Three have made sig- 
nificant contributions. First, the Ameri- 
can Medical Association, through its 
Council on Industrial Health, has held 
three important conferences on the sub- 
ject. The last of these conferences con- 
vened in Atlantic City in 1951, and was 
attended by many individuals well quali- 
fied to assist in resolving some of the 
problems in this area. Second, the Na- 
tional Noise Abatement Council, whose 
name divulges its interests, has been 
active in its field of endeavor, i.e., reduc- 
tion of industrial noise. For the past few 
years, this organization has sponsored an 
annual symposium in Chicago at which 
various aspects of the industrial noise 
problem have been discussed. Third, 
the Department of Public Health of the 
University of Michigan held a confer- 
ence on “Noise” in 1952, which was im- 
portant for its informational value. 

In all these activities and interests, the 
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Subcommittee on Noise and its Research 
Center has played an important part. 
First, it has carried on its own program, 
which is directed toward the prevention 
of noise-induced hearing loss. Many in- 
dustrial organizations are now cooperat- 
ing with the Subcommittee on Noise, 
and data on many employees are avail- 
able. Valuable information is gradually 
accumulating through annual re-checks 
in several plants where the noise levels 
remain constant, and there is relatively 
little personnel turnover. 

In Los Angeles, the official home base 
of the Subcommittee, research in the 
area of ear defenders has been in 
progress for several years. Advice to 
industrial organizations on this aspect 
of the problem has been given freely. 

There has been a demand for a course 
of training for nurses and technicians 
for industrial audiometry. To meet 
this, a curriculum has been established 
and courses are given whenever the de- 
mand warrants. 

Hundreds of inquiries come into the 
Los Angeles office. As interest and in- 
creased activity have developed, answer- 
ing these requests has become a large 
task. 

The Research Center is conducting 
continuing research on noise in the 
laboratory and in the field whenever the 
opportunity arises. 

It has been impossible, in this brief 
review of the current history of the 
Noise in Industry problem, to enumer- 
ate all the details of the progress made, 
all the efforts for better organization, all 
the endeavors to effect better coopera- 
tion, and all the newer facts which have 
been learned. The ramifications of the 
Noise in Industry problem are many. 
Already, jurists, lawyers, industrialists, 
engineers, acousticians, biologists, physi- 
cists, industrial hygienists, insurance ex- 
ecutives, as well as physicians are in- 
volved. The Subcommittee on Noise and 
the Research Staff will gladly assist any 
worthy endeavor committed to the solu- 
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tion of some of the problems outlined 
above. What the next five years will 
show cannot be predicted. However, one 
can say with confidence that far greater 
progress will be made than in the past 
five years, great as that has been. The 
amount of human hearing which can 
be saved is incalculable. 

Noise has been blamed for all manner 
of human ills, from the production of 
hearing loss to changes in chromosomes, 
in admissions to mental hospitals. The 
definition of noise—‘unwanted sound” 
—implies that the effects of noise ex- 
posure may be highly individual. Con- 
sequently, whether noise is or becomes a 
mountain or a molehill may depend to a 
great extent upon the attitude of the 
listener. 

There are so many different possible 
individual responses to a given noise 
exposure that we can say with certainty 
only what responses will occur on the 
average. The concept of a statistical 
average implies the existence of persons 
whose responses are not average and 
whose behavior, therefore, may _ differ 
widely from that of the average group. 
This means that we cannot establish 
damage risk criteria, correction factors 
for nonoccupational hearing loss that 
accompanies age (so-called presbycusis 
corrections), or rating scales for estab- 
lishing compensation payments that will 
“fit” or “suit” everyone. Whenever it 
is necessary to set standards for any 
effects of noise exposure, these standards 
will be determined from the average re- 
sponse and not from the individual re- 
sponse. Despite the many difficulties 
that beset the study of the effects of 
noise exposure on man some headway is 
being made. In general the effects of 
noise exposure may be classified as non- 
auditory and auditory. 

With this in mind, consider for a 
moment some of the problems posed by 
community noise. We have always had 
the noisy milkman or rubbishman. More 
recently it has become the noisy motor 
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vehicle and still more recently the noisy 
airplane. Prior to the airplane, we had 
become quite accustomed to the milk- 
man, the rubbishman, and the noisy 
vehicle. Complaints were made but no 
one really made any serious efforts to 
eliminate the noise. Even the sound of 
the piston-engine airplane, with its low 
rumble, soon came and went with little 
notice. Shortly after World War II, 
the jet military airplane became quite 
commonplace and with its husky scream- 
ing roar and sonic booms came an ava- 
lanche of complaints from the public. 
The transition from the familiar slow 
moving piston-engine plane to the un- 
familiar fast moving ghostly jet ap- 
peared to be the straw that broke the 
camel’s back. Community noise became 
a serious problem almost overnight. 
Why? Were the few additional decibels 
enough to increase the annoyance that 
much, or was the public unprepared for 
the sudden intrusion the jet had made 
into its innermost sanctum—the rela- 
tive quiet of home? 

Suddenly the annoying aspect of noise 
has changed from a molehill to a moun- 
tain. Public reaction is demanding 
quieter airplanes, rearranged airports, 
and zoning laws governing airport loca- 
tions. National and international or- 
ganizations are demanding noise sup- 
pression and noise control ordinances. 
Traffic noise has become important 
enough to demand a separate interna- 
tional committee charged with setting 
standards measurement, reduction, and 
allowable levels. 

The behavioral effects of noise are as 
complex and ill-defined as the noise 
itself. If noise is defined as “unwanted 
sound” who is to define what is “un- 
wanted.” Thus the complexity of the 
study of the behavioral effects of noise 
exposure is inherent in the nature of 
the noise itself. The effect of noise on 
performance, efficiency, mental effort, 
stress, and the like, are all difficult to 
quantify or even qualify for that matter. 
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The literature is full of reports that 
record negative and positive conclusions. 
No valid studies lead to any conclusion 
except that, in general, noise has no 
direct bearing on behavioral responses if 
the exposure has continued long enough 
to produce adaptation. This conclusion 
is probably valid where the exposures 
are less than 130 db. We have no con- 
clusive information about the effects 
above this level. Recently stress has 
become a medical concept of consider- 
able importance. Whether continued 
exposure to high-level noise (above 110) 
is a factor in stress production is un- 
known. It has been shown by animal 
experiment that exposure to intense 
noise produces enlargement of certain 
organs. It is quite certain, however, that 
the enlargement is the response to im- 
mediate stress. Adaptation quickly fol- 
lows and the enlargement is not patho- 
logical. There is no doubt that intense 
noise exposure will increase pulse and 
respiration rates and produce an eleva- 
tion in blood pressure, but if the organ- 
ism is exposed long enough adaptation 
occurs and normal values are assumed. 

There is much uncertainty in the past 
literature regarding the nonauditory 
effects of noise, particularly those related 
to behavioral changes. This pattern is 
not unusual. Much fear and emotional 
reaction accompanied the appearance of 
radio waves, radiation hazards, smog, 
and ultrasonics. Much work is needed 
to dispel the misgivings of ignorance. 
Despite ignorance of the quantitative 
nature of the nonauditory effects of 
noise, enough is known to conclude that 
the nonauditory effects of noise en- 
countered under industrial conditions do 
not produce a health problem. Many 
employees work under noisy conditions 
for many years and show no general 
health changes that can be said to be 
related causally to noise exposure. 

The auditory effects of noise exposure 
are much better known. They can be 
divided into two classes: temporary and 
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permanent. Temporary hearing loss, or 
more accurately, temporary threshold 
shift, is defined as the auditory shift that 
is produced by the noise exposure sus- 
tained during one workday and that re- 
covers before the beginning of the next 
workday. Nearly all employees who 
work in noise levels that exceed 85 
decibels in the mid-frequencies (600- 
4,800 cps) are aware of a slight change 
in hearing at the end of the day; how 
much shift and in what audible fre- 
quencies depends on many factors. We 
need not discuss them here. The study 
of temporary threshold shift has proved 
important because of its relation to 
permanent threshold shift; for example, 
we believe that if a noise exposure does 
not produce a temporary shift in thresh- 
old it will not produce a permanent 
threshold shift. Our studies so far seem 
to support this belief. Such a hypothesis 
when confirmed will provide a valid 
method for preparing prediction formu- 
las for permanent loss. It will enable us 
to prepare a family of prediction curves 
which will predetermine the expected 
hearing loss risk as a function of noise 
exposure. We will be able to set stand- 
ards for hearing conservation that will 
be realistic. 

By studying temporary threshold shift 
we can determine in a relatively short 
time (5-10 years) some of the relations 
that continuous exposures, intermittent 
exposures, fluctuating exposures, varia- 
tions in spectrums, and level and total 
duration have to hearing loss. If the 
answer to these questions depended 
strictly on longitudinal studies of perma- 
nent changes we would be many years 
learning enough to even think of stand- 
ards for noise environments. The study 
of permanent hearing loss and its rela- 
tions to noise exposure is so complex it 
will be many years before enough data 
are available to show these relations 
with complete certainty. 

The fact that noise exposure produces 
a hearing loss is well substantiated. We 
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do not know, however, what circum- 
stance will produce how much hearing 
loss in how many people. Hearing loss 
induced by occupational noise has been 
recognized for over a century, but its 
sudden acceptance as a compensable oc- 
cupational disease produced both con- 
sternation and apprehension in industry 
in general. Ignorance of known facts 
about the relations of hearing loss to 
noise exposure led to hurried and ques- 
tionable decisions about damage risk 
criteria, particularly with respect to dis- 
ability laws and to rating scales. The 
possibility of a flood of claims, and the 
lack of reserve funds to meet the claims, 
made management afraid in many in- 
stances to admit that a noise problem 
existed. Oddly enough, there are still 
many individual companies that will not 
organize hearing conservation programs 
because of the fear of initiating claims 
for compensation. This “head in the 
sand” attitude persists, even though re- 
peated experience has shown that if 
management adopts a common-sense ap- 
proach and makes a reasonable effort to 
protect the health of employees, the 
latter respond favorably in most in- 
stances. It is a demonstrable fact that 
companies with active hearing conserva- 
tion programs face fewer claims for com- 
pensation than do the companies that 
have made no effort to abate noise or to 
follow the status of hearing of their em- 
ployees. I have encountered unfavor- 
able attitudes of employers and em- 
ployees that are based not on the health 
benefits involved but on some manage- 
ment-labor problems which have no re- 
lation to hearing conservation. Such 
attitudes frequently can mean the differ- 
ence between occupational hearing loss 
becoming a mountain or a molehill. 
The complexity of the noise problem 
is readily seen when the medicolegal as- 
pects are considered. In a discussion of 
the medical principles underlying the 
evaluation of noise-induced hearing loss, 
we would use the term “disability” in its 
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usual medical sense of “loss of normal 
function.” It appears, however, that the 
word has acquired a legal meaning 
which is considerably narrower than 
and quite different from its usual medi- 
cal meaning. In the interest of prevent- 
ing confusion we propose to use the term 
“impairment” which now has no legal 
connotation, in place of the more am- 
biguous term “disability.” 

What constitutes “impairment” caused 
by hearing loss? The function of hear- 
ing is used by man for many purposes, 
but the one purpose most important to 
the large majority of persons, regardless 
of station, occupation, or profession, is 
undoubtedly the hearing and under- 
standing of speech. If hearing for speech 
is the most important common use of the 
auditory function, then it is logical to 
assume that loss of hearing for speech 
should be the basis of determining im- 
pairment. Undoubtedly there are other 
uses of hearing important to large 
groups of persons, but it would be highly 
impractical to base impairment on uses 
of hearing that might vary with the 
persons concerned. The original purpose 
of compensating for “disability” was to 
replace reduced earning capacity which 
resulted from occupationally induced im- 
pairment. Obviously the common de- 
nominator of hearing is communication 
by speech, not whether one can hear 
the top note on the piano. Is it not fair, 
then, to assume that impairment rating 
should be based on the effect of loss of 
hearing on hearing and understanding 
speech? The medical profession thinks 
so, and has proposed a method of rating 
impairment on this basis.* 

A survey conducted by Karplus and 
Bonvallet’ shows that 50 per cent of ma- 
chines used in American industry pro- 
duce between 90 and 100 db of noise, 
and 50 per cent of all areas measured 


* A Guide to Evaluation of Hearing Impair- 
ment. Transactions of the American Academy 
of Ophthalmology and Otolaryngology (Mar.- 
Apr.), 1959. 


VOL. 51, NO. 9, A.J.P.H. 


i 
| 


showed noise levels between 85 and 95. 
No plant is without a noise problem of 
one magnitude or another. 

The over-all effects of noise exposure 
on hearing depend upon several closely 
related factors: (1) The amount of 
energy in the noise; (2) the distribution 
of energy as a function of frequency; 
(3) the time distribution of the expo- 
sure during a workday; and (4) the 
total duration of the noise exposure dur- 
ing a lifetime. 

We know that the higher frequencies 
are potentially more harmful than the 
lower frequencies. We know that in- 
termittent noise is less effective than 
continuous noise. We know that hear- 
ing loss induced by noise results from 
years of exposure. It is rare indeed to 
find severe loss from exposures of less 
than from five to ten years. We know 
that most of the hearing loss occurs in 
the frequencies above 2,000 cps and that 
most employees are not aware of noise- 
induced hearing loss until it affects the 
speech range (500 through 2,000 cps). 
Although there are many causes of hear- 
ing loss other than noise exposure, differ- 
ential diagnosis depends strictly on the 
history and medical examination at the 
time each case is seen. We know, also, 
that loss induced by noise is permanent. 
Medical treatment will not help. Preven- 
tion is the only therapy. 

Actually, there is no need for noise to 
assume large proportions. To be sure, it 
is certainly no small problem, but with a 
factual approach to the evaluation of 
hearing impairment and the compensa- 
tion aspect of the problem, the initiation 
of hearing conservation programs, and 
a real interest in cooperation between 
employer and employee, the noise prob- 
lem can be kept within reasonable limits. 
Evaluation of impairment is strictly a 
medical function. The medical profes- 
sion has proposed an acceptable method 
of assigning percentage hearing impair- 
ment. The compensibility of hearing 
impairment is a community decision. As 
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physicians, we have proposed what we 
feel is a fair approach to evaluation of 
hearing impairment. We do not feel 
it is our place to decide what hearing 
impairment is worth in dollars and cents. 
However, we do believe that with co- 
operation between management, labor, 
and the medical profession, legislation 
that is fair and equitable can result. A 
good example of the result of such co- 
operation is the law governing occupa- 
tional hearing loss now in force in Wis- 
consin. 

The potential cost of compensation 
for hearing loss can be approximated by 
extrapolation from population samples 
available in our Research Center. From 
these studies we have determined that 
there are approximately 1,700,000 males 
between 50 and 59 years of age who 
have hearing loss greater than 15 db in 
the speech frequencies. Assuming that 
10 per cent of these are eligible to file 
for compensation and that the average 
settlement would be $1,000 per claim as 
calculated by the Wisconsin formula, we 
find a potential cost of $170 million. 
Picture the total cost if we extrapolate 
to the total male population. Our 
analyses indicate that there are approxi- 
mately four and one-half million men 
with losses greater than 15 db in the 
speech frequencies. Assuming that 10 
per cent of these men will file for com- 
pensation on the basis of the Wisconsin 
formula and that the average claim 
amounts to $1,000, the cost would be 
$450,000,000. Obviously, the potential 
cost assumes alarming proportions, and 
although these are approximations only, 
they are at least educated guesses based 
on fairly valid data. 


Conclusions 


1. A review of the history of the noise 
problem gives evidence of a gradual 
recognition and slowly increasing efforts 
to control its untoward effects. 

2. Because of the magnitude and com- 
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plexity of the problem, a solution de- 
pends upon the close cooperation of 
many groups with widely varied in- 
terests. 

3. In general, the health aspects of the 
problem are restricted to the effects of 
noise exposure on hearing. 

4. The eventual magnitude of the noise 
problem will depend on: 

a. How it is viewed by the total com- 
munity and particularly the industrial 
community. 

b. Cooperation between employer, employee, 
and the medical profession. 

c. Legislation that is based on reasonable 
compromises and factual research data. 

d. Continued organized research in the 
laboratory and particularly in the field. 


Summary 


1. The general problems introduced by 
noise are many. 

2. The health problems associated with 
industrial noise are mainly confined to 
its effect on hearing. 

3. Noise in general can become a 
severe problem: 


a. Unless it is approached with reason by 
the total community and the industrial 
community ; 

b. Unless there is closer cooperation be- 
tween employees, employers, and the 
medical profession. 

c. Unless the compensation aspects are re- 
solved on the basis of valid reasoning 
and factual data; and 

d. Unless intensive research into the rela- 
tions of hearing loss to noise exposure is 
continued. 
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Thirteen rural wells in a Kansas county were studied for a year to determine 
the annual variation in the sanitary quality of the well water. No well 
was found to be coliform-free at all times, and other organisms 


were also found. The authors suggest that one sample is not 


sufficient to evaluate the sanitary quality of a well water. 


YEARLY VARIATION IN SANITARY QUALITY 


OF WELL WATER 


Cassandra Ritter, F.A.P.H.A., and William J. Hausler, Jr., Ph.D. 


wee supply for the portion of the 
public that depends on private un- 


treated wells poses many problems. 
Location and construction of the wells 
have their effect on the sanitary quality 
of the water, which may vary at different 
times of the year. In addition to the 
usual test for coliform organisms, tests 
for enterococci and classification of all 
organisms isolated may yield valuable 
information as to the safety of the 
supply. 

A previous study of one sample each 
from a group of wells in Kansas has 
been made.’ New methods of coliform 
classification have been advocated and 
tested.2. Knowledge of the fecal strep- 
tococci has been extended by studies of 
animal types* and the number and types 
in feces from man and animals. The 
possibility of a new generic type from 
dust® has been suggested. A comparative 
study of media for the detection of en- 
terococci in water has yielded valuable 
information.® 

The present study was undertaken to 
observe certain points as related to 
specific rural wells. The problems of 
variation in Most Probable Number 
(MPN) values of coliform and enter- 
ococcus organisms through a year; of 
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changes in the incidence of different 
types of coliforms and enterococci; and 
the effects of rainfall, temperature, 
season, and well location and construc- 
tion were investigated. 


Methods 


Thirteen rural wells in the vicinity of 
Lawrence, Kans., were selected for study 
after surveys of wells in the county had 
been made by experienced sanitary en- 
gineers. Physical factors were observed 
and recorded. In construction, nine were 
drilled wells, which was the predominant 
type in this locality; three were dug 
wells, and one was a driven well. 

Samples were collected on Monday 
mornings and brought to the Water and 
Sewage Laboratory in Lawrence where 
they were tested within four hours after 
collection. Each well was sampled 24 
times at intervals of two weeks, except- 
ing for a total of eight skipped samples 
from three wells. The study was started 
September 18, 1956, and the last sample 
was collected August 26, 1957. 

MPN values of coliform organisms 
were determined by planting the water 
sample in lactose broth in amounts of 


five 10 ml, three 1 ml, and three 0.1 ml 
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portions, and confirming in brilliant 
green lactose bile broth. Enterococci 
were determined by planting similar 
amounts of water in azide dextrose broth 
(Rothe). Confirmation was by transfer 
of three loops from each positive tube 
to crystal violet azide broth.’ Growth 
as shown by turbidity in 48 hours at 
35° C was read as a positive con- 
firmatory result and used for computing 
the MPN values. 

Coliform organisms were isolated by 
the membrane filter technic. Twenty 
coliform colonies were picked for identi- 
fication if that number or more had de- 
veloped; all coliform colonies were 
picked if the number was less. Coliform 
colonies were picked from one section of 
a membrane filter to provide information 
on the relative number of types. They 
were identified and classified by the 
IMViC tests as described in Standard 
Methods for the Examination of Water 
and Sewage,’ excepting for the Voges- 
Proskauer test, for which a modification 
of Levine, Epstein, and Vaughn’s modi- 
fication of O’Meara’s technic was fol- 
lowed. They were also tested for growth 
in Eijkman broth? and in boric acid 
lactose broth.? 

For isolation of the enterococci, all 
positive tubes of crystal violet azide 
broth were streaked on plates of Proteose 
Peptone No. 3 Hemoglobin Agar 
(Difco). Characteristic colonies were 
picked and purified, checked for mor- 
phology and reaction by the Gram stain, 
and tested for strong reduction in 
methylene blue milk; for growth at pH 
9.6; at 45° C; in the presence of 0.1 
per cent methylene blue in milk and in 
the presence of 6.5 per cent NaCl. 

During the winter season a partial 
pressure of COs was necessary to induce 
growth on hemoglobin agar inoculated 
from some of the positive azide dextrose 
tubes. Many of the cultures so isolated 
did not grow in subsequent tests, either 
with or without added CO; those that 
did grow could be characterized without 
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the use of partial pressures of CO2. In 
general, the organisms that were lost 
contributed to the MPN values as they 
were routinely determined but did not 
appear among the cultures whose char- 
acteristics were studied. 

Climatological data showing total 
precipitation and average temperature 
for each month of the study were ob- 
tained for the city of Lawrence which 
was central in respect to the location of 
the wells. The observation of the 
volume of rain in long or short periods 
of time, which would introduce prob- 
lems of runoff, was not available. 


Results 


Table 1 lists the wells grouped as to 
type of construction with the depth, sig- 
nificant physical factors, and results of 
the biweekly bacteriological tests, 

The most common defects in construc- 
tion were the lack of a proper seal at the 
top and the presence of a well pit. Two 
of the three dug wells were walled with 
stone laid up dry. Well No. 4 was newly 
repaired and was satisfactory otherwise. 
Two wells, No. 7 and No, 12, had no de- 
fects that could be noted. The location 
of the individual wells was that usually 
found in this vicinity. Farm wells farther 
than 100 feet from a possible source of 
contamination from human or animal 
excreta are rare. Nine of the 13 wells 
were located within 100 feet of privies, 
septic tanks, barnyards, chicken or pig 
pens, or pastures. Five of the wells were 
within this distance from the sources of 
human contamination and six from 
sources of animal contamination. 

The bacteriological results of all the 
analyses made during the year of study 
are expressed as the geometric mean 
MPN values. The MPN values for each 
test are divided as to those of less than 
2.1, which would be interpreted as a 
satisfactory sample; values of 2.1 
through 28; and those of 45 through an 
indeterminate number. The range for 
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Figure 1—Geometric Mean MPN Values of Coliforms and Enterococci per Month Com- 


pared with Rainfall and Temperature 


individual wells was wide. Samples from 
all except wells No. 8 and No. 16 re- 
sulted in coliform MPN values of less 
than 2.1 at some time; all except well 
No. 16 showed enterococcus MPN values 
of less than 2.1 at some time. A varia- 
tion of coliform MPN values from less 
than 2.1 to greater than 1,100 was 
shown by wells No. 3, 4, 10, 13, 5, and 
15; and for enterococcus by wells No. 
8, 13, and 5. 

Determinations of total alkalinity and 
chloride were made on each well at the 
beginning and end of the study and at 
other times following precipitation. Re- 
sults did not show any great changes in 
chemical quality indicating that the 
water in the various wells was not sub- 
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ject to appreciable dilution by surface 
water. 

The changes in numbers of indicator 
organisms in the well waters as shown 
by the monthly geometric mean coliform 
and enterococcus MPN values and their 
relation to rainfall and temperature are 
plotted in Figure 1. The results show a 
definite seasonal variation, with decreas- 
ing numbers of organisms during the fall 
months reaching low values in January, 
February, and March, and increasing 
values in the spring and summer months. 
Numbers of coliforms and enterococci 
showed similar population patterns; 
enterococci numbers were slightly lower 
at all times and especially so at the peaks 
of coliform population. 
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For the year under study, the effect of 
rainfall was not the same throughout the 
seasons. The downward trend of coli- 
forms and enterococci in the fall months 
continued, regardless of rains in October 
and November. The rains in March did 
not bring about an immediate bacterial 
increase, as the rise in MPN values was 
moderate. However, peak MPN values 
in July followed the rainfall of June, 
which was the maximum amount for the 
year. 

The changes in air temperature were 
not paralleled by changes in bacterial 
numbers at ail seasons. The tempera- 
ture reached a low in January with MPN 
values continuing to decrease to the 
lowest point in March. For the follow- 
ing months increases in both were 
steady, reaching the highest values in 


July. 


To study the same data from the stand- 
point of well construction, geometric 
mean coliform MPN values by month 
from each group were plotted against 
month of collection in Figure 2, and the 
geometric enterococcus MPN 
values similarly plotted in Figure 3. 

The seasonal variation pattern of low- 
est MPN values in the winter rising to 
highest values in the late summer is ob- 
served for all types of wells with both 
indicator organisms. In this study the 
dug wells showed the greatest variation 
and drilled wells had less marked 
changes. The one driven well showed a 
rise in coliforms only in summer, but 
enterococci were isolated at various times 
not related to seasonal changes. Con- 
sidering all the wells together, the num- 
ber of enterococcus organisms through 
the year did not change as much with 
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Figure 2—Geometric Mean MPN Values of Coliforms for 3 Types of Well Construction, 
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Figure 3—Geometric Mean MPN Values of Enterococci for 3 Types of Well Construc- 


tion, by Months 


the seasons as did the number of coli- 
form organisms. 

The IMViC types of 1,732 coliform 
organisms isolated by the membrane 
filter technic fell into 11 groups as shown 


in Table 2. Of the Escherichia coli 


types, ++ was more numerous 
than — + — — type; ——+-+ was the 
most numerous Aerobacter aerogenes 


type and — + — + type of Escherichia 
freundii was more numerous than any 
other coliform isolated from this series 
of wells. 

Table 3 presents the IMViC classifica- 
tion of the coliform types listed with 
source as to wells and the geometric 
mean MPN values for the samples col- 
lected during the year from each well. 
High percentages of E. coli and low 
MPN values were shown by well No. 7 
and well No. 14 from which all isola- 


tions made were of this one organism. E. 
freundii was the dominant type in eight 
wells which on the whole showed high 
MPN values. A. aerogenes predominated 
in three wells, being the only type 
isolated from well No. 9, which had a 
low MPN value. 

The prevalence of each coliform 
IMViC type per month was studied by 
examining the data. The smallest 
numbers of all types were isolated dur- 
ing March. E. freundii was most preva- 
lent from January until June, when A. 
aerogenes numbers rose to reach the 
highest peak in July and remained domi- 
nant through August. E. Coli showed 
a sharp rise in May, when the numbers 
isolated exceeded those of A. aerogenes. 

The results of the Eijkman test and 
the boric acid lactose broth (BALB) test 
as shown by the coliform strains isolated 
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by the MF technic in this study are pre- 
sented in Table 4. Examinations by the 
BALB test were made on 1,210 strains 
and by the Eijkman test on 1,343 strains. 
Many, but not all, of these were the same 
strains of organisms. 

Cultures of IMViC type ++-—-— 
showed the highest per cent of positive 
reactions, 91.1 per cent of the strains 


tested in both the BALB and Eijkman 


tests. Stains of type — + — — were 3.4 
per cent positive in BALB and 3.1 per 
cent positive in Eijkman. Type — — + + 


was 0.4 per cent positive in BALB and 
1.3 per cent positive in Eijkman. All 
of the other coliform strains examined 
were negative in both tests. 

The characteristics of 664 entero- 
coccus strains were studied and listed 
with source in Table 5. All organisms 
were Gram-positive diplococci, growing 
in short chains; all grew in 48 hours 
in crystal violet azide broth. Those con- 
sidered typicel Streptococcus faecalis 
were positive in the tests for strong re- 
duction, growth at 45° C, at pH 9.6, 
and in the presence of 0.1 per cent 
methylene blue and 6.5 per cent NaCl. 
By this criterion, 322 strains or 48.5 per 


cent were Strep. faecalis and 342 strains 
or 51.5 per cent were negative in one or 
more of these characteristics and may be 
tentatively classified as Enterococcus 
group biotypes. From more extensive 
tests, there are indications that strains of 
Aerococcus viridans® and Strep. lactis 
are included. Characterization by a 
larger number of tests may very well 
show the presence of additional organ- 
isms. No consistent patfern of fre- 
quency of Strep. faecalis in relation to 
type or quality of well construction is 
discernible. Enterococcus group _bio- 
types constituted from 38.7 per cent to 
95.2 per cent of the isolations. 

The seasonal distribution of types of 
enterococci as observed by examining 
the data showed the smallest number of 
typical strains were isolated in March; 
of biotypes, in February. Typical strains 
were most abundant in July, with the 
second largest number in May. In 
October the number of biotype strains 
isolated was the largest for any month, 
with another sharp rise in June. The 
correlation with rainfall is similar to 
that observed for coliforms: no im- 
mediate effect by autumn rains and in- 


Table 2—IMViC Types of 1,732 Coliform Organisms Isolated from 13 


Wells by the Membrane Filter Technic 


Group 


IMViC Type Designation 

E. coli 

E. freundii 
E. freundii 

of A. aerogenes 

A. aerogenes 
A. aerogenes 
+++ + Miscellaneous 
Miscellaneous 
pie Miscellaneous 


Total 
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No. of Strains Per cent 
227 13.11 
105 6.06 
629 36.32 
197 11.38 
389 22.46 

6 0.35 

157 9.06 

2 0.11 

0.52 

7 0.40 

4 0.23 
1,732 100.00 


1353. 


Table 3—Number and Per cent of Coliforms Based on IMViC Classification Isolated 
from Each Well in a Year 


Well 
Number Coliform Organisms ba 
Drilled E. coli E. freundii A. aerogenes Miscellaneous Mean 
Wells No. %o No. % No. % No. % MPN 
14 6 100.0 None None None 2.2 
12 2 14.3 10 71.4 2 14.3 None 2.4 
7 47 73.4 7 10.9 7 10.9 3 4.7 2.6 
4 1 4.0 14 56.0 10 40.0 None 4.3 
10 11 10.6 80 76.9 13 12.5 None 7.2 
13 ) 6.4 28 19.9 103 73.0 1 0.7 8.6 
6 71 37.0 84 43.7 31 16.1 6 3.1 18.4 
3 15 FP | 80 41.2 98 50.5 l 0.5 24.7 
8 75 29.6 93 36.8 85 33.6 None 40.8 
Driven 
Well 
9 None None 27 100 None 2.9 
Dug 
Wells 
5 58 18.8 200 64.9 49 15.9 1 0.3 115.1 
15 22 13.8 68 42.8 63 39.6 6 3.8 21.4 
16 20 8.0 162 64.8 64 25.6 4 1.6 33.8 
Total 
strains 332 826 552 22 


Per cent 19.2 47.7 31.9 1.3 


Table 4—Reactions of Coliforms Isolated by MF Technic in Boric Acid Lactose Broth 
and Eijkman Tests 


BALB Eijkman 
No. of No. of 
Strains Negative Positive Serains Negative Positive 
Ex- No. of No. of Ex- No. of No. of 
IMViC amined Strains % Strains % amined Strains % Strains % 
ome ome of ofp 278 1 0.4 277 99.6 306 4 1.3 302 98.7 
» 405 — 405 ~=100.0 483 — 483 =100.0 
++—-—— 224 204 91.1 20 8.9 225 205 91.1 20 8.9 
++—-4 47 47 100.0 63 63 100.0 
+—-++ 146 146 =: 100.0 146 — 146 =100.0 
—+-— 88 3 3.4 85 96.6 96 3 3.1 93 96.9 
——+-— 2 — — 2 100.0 2 — — 2 100.0 
++4 2 — — 2 100.0 2 — — 2 100.0 
++++4 9 — 9 100.0 9 — — 9 100.0 
—++— 7 7 1000 7 — 7 100.0 
—_—— + 2 — — 2 100.0 4 — — 4 100.0 
Total 1,210 208 17.2 1,002 82.8 1,343 212 15.8 1,131 84.2 
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creases of both types lagging slightly 
behind the spring rains. 


Discussion 


In considering the findings about this 
group of wells, it becomes apparent that 
it is extremely difficult to get samples 
from a well in the geographical area 
that are coliform-free all year. In judg- 
ing the safety of a private well, the 
opinion must be based more on location 
and construction and the presence or 
absence of human excreta than on a 
limited number of samples. The loca- 
tion of these wells did not seem to be of 
prime importance, as many were within 
100 feet, but not within 50 feet, of barn- 
yards, pig pens, chicken yards, privies, 
and septic tanks. This is largely a matter 
of convenience to the users, who need 
their water supply close to the house and 


barn. The sources of contamination 
that might reach the farm well would be 
confined to the immediate surroundings 
unless the well was located in a fissured 
limestone formation, which was not the 
case for these wells. 

The cause of coliforms found errati- 
cally in a well water is hard to de- 
termine. Many of these wells had pits 
and were not sealed watertight. Pits 
are now prohibited in wells for munic- 
ipal supplies in Kansas and the same 
regulation might be suggested for private 
supplies. 

In the matter of number and timing 
of samples, a is obvious that one sample 
may tell little about the true quality of a 
well water. With seasonal variations of 
the scope shown in this study, samples 
collected in both summer and winter 
would present more information. A 
sample with a low coliform MPN value 


Table 5—Number and Per cent of Types of Enterococci Isolated from 


Each Well in a Year 


Geometric Mean 


Well Strep. faecalis Biotype Group Enterococcus 
Number Number Per cent Number Per cent MPN 
Drilled Wells 
14 6 42.9 8 57.1 2.9 
12 2 14.3 12 85.7 3.1 
7 7 46.7 8 53.3 3.0 
4 22 56.4 17 43.6 4.9 
10 1 48 20 95.2 32 
13 38 61.3 24 38.7 8.9 
6 55 56.7 42 43.3 16.9 
3 19 33.3 38 66.7 6.4 — 
8 38 52.8 34 47.2 10.0 
Driven Well 
9 3 60.0 2 40.0 2.6 
Dug Wells 
5 77 57.5 57 42.5 51.6 
15 8 44.4 10 55.6 4.3 
16 46 39.7 70 60.3 30.1 
Total strains 322 342 
Per cent 48.5 51.5 
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such as 2.1 or 4.7, collected in the 
summer from a well of good location and 
construction, should not necessarily 
condemn the supply but might properly 
be considered satisfactory. 

The seasonal variation shown by the 
bacteriological results is apparently in- 
fluenced by a combination of weather 
conditions. Fall rains in a season of 
lowering temperatures did not bring the 
bacterial increases that lagged somewhat 
behind the spring precipitation. It 
should be expected that rain would wash 
surface contamination into wells im- 
perfectly protected at the top. The 
seasonal changes in IMViC types suggest 
that rainfall increased the amount of 
human and animal pollution entering the 
well to a greater degree than it increased 
the soil pollution. Changes in air tem- 
perature would be slow to affect well 
waters. 

The characteristics of our coliform 
strains from untreated well waters may 
be compared with those found by Clark 
and others* for coliforms isolated from 
untreated surface waters. Well waters 
yielded 11 IMViC types and surface 
waters 12 types. In our study of colli- 
forms isolated from well waters, both 
the BALB and Eijkman tests were 
specific in indicating a type ++ —— 
organism by a positive result. 

The isolation from water in this 
locality of enterococci that may be 
characterized as typical or a group bio- 
type has been observed before, when a 
presumptive medium not selective for 
Strep. faecalis is used. From samples of 
80 different wells,' 33 per cent of 424 
cultures were enterococcus biotypes as 
contrasted with 51.5 per cent of 664 
cultures in the present study. 

The significance of enterococcus 
strains in water is hard to define. Ap- 
parently enterococci will persist for long 
periods of time and may be found in 
waters that give other indications of 
being contaminated by soil and surface 
washings. In this study there was no 
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correlation between Strep. faecalis and 
E. coli isolations when compared by 
months but fair correlation when these 
organisms were compared by wells. 

The study by Kenner* and others of 
the quantification of streptococci in feces 
reported that the enterococcus biotypes 
occurred 6.8 per cent of the time in 
man; 12.4 per cent in cow; 28.8 per cent 
in sheep; 34.0 per cent in pig and 37.8 
per cent in fowl. These values may be 
compared with those of 38.7 per cent to 
95.2 per cent as observed in individual 
well waters in this study and 51.5 per 
cent of the total isolations. It seems 
reasonable to assume that enterococcus 
strains and enterococcus biotypes may 
change in relative numbers in soil and 
water and persist for long periods of 
time. Tables 3 and 5 show some indica- 
tions of a relationship between large 
percentages of biotypes and FE. freundii 
in wells of good quality. 


Summary 


Thirteen rural wells in Douglas 
County, Kans., were studied with bi- 
weekly samples for a year. Coliform 
and enterococcus Most Probable Number 
values were determined. Coliform and 
enterococcus group organisms were iso- 
lated and classified by appropriate 
methods. 

The geometric mean MPN values per 
month for all wells showed a wide varia- 
tion for both coliforms and enterococci. 
There was a downward trend in the fall 
and winter to lowest values in March 
and an increase in the spring to highest 
values in July. The spring rise followed 
spring rains, but fall rains did not 
change the downward trend in that 
season. 

No well was found to be coliform-free 
at all times. Low MPN values were ob- 
tained from wells of good location and 
construction at some time during the 
summer months. Enterococci were 
found more frequently than coliforms in 
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Meeting on Environment for Elderly Planned 


Housing for retired persons will be the main subject of a conference on “En- 
vironmental Planning for the Elderly” at the University of Illinois, October 31- 
November 2. Although oriented to the architect, the conference is open to persons 
engaged in the work of geriatrics, family living, health, and housing and building. 
Specialists in social work, administrative medicine, mental health, government, and 
other fields will join architects as participants on the program. Major discussion 
topics for the three days are: “Social Relationships, Economic Status, and Health of 
the Elderly”; “Government’s Role in Housing for the Aged”; and “Presentation of 
Specific Projects by Architects.” 

The conference will close with a tour of a special exhibit of projects by 30 rep- 
resentative United States and foreign architectural commissions on housing for the 
elderly. Further information from the UI Department of Architecture or Division 
of University Extension, Urbana, Ill. 
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EDITORIAL 


1961 Annual Meeting 


oT since 1940 has the American 

Public Health Association met in 
the Motor City. To those of us who can 
still remember the 1940 model automo- 
biles, it would seem that they were no 
more like those of today than were the 
public health programs of 21 years ago 
like the ones we are carrying on now. 
It will be good to be back in Detroit 
after a generation and see the amazing 
developments which have occurred. 

Physically, one of the most welcomed 
changes is the construction of a new 
municipal auditorium, Cobo Hall. Few 
other cities in the nation have meeting 
facilities comparable to those now pro- 
vided there. It will be a pleasure for 
once not to be limited as to the number 
of meeting rooms available. Another 
welcomed change is the huge new Metro- 
politan Airport so much nearer to the 
city but still, unfortunately, not serving 
all airlines. 

Detroit, as the automotive center of 
the nation, has a great many operations 
of interest to public health people. Those 
of our membership concerned with oc- 
cupational health or with medical care 
planning, or with labor health adminis- 
tration, will all find much to observe 
and study. At the other end of the 
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scale are institutions like the Henry Ford 
Museum and Greenfield Village in 
nearby Dearborn. The former covers 14 
acres and is housed in reproductions of 
Independence Hall, Congress Hall, and 
Old City Hall, Philadelphia. Exhibits of 
some of the earliest automobiles, loco- 
motives and fire engines are featured. 

Greenfield Village is a beautifully re- 
constructed bit of nineteenth century 
America. Edison’s Menlo Park Labora- 
tory is there along with a copper shop, 
a blacksmith shop, a shoemakers shop, 
all moved intact from their original sites. 
There is a wealth of Lincolniana with 
relics from his early law practice days, 
as well as some from his later, better 
known years. 

But all of this is just the setting in 
which our 89th Annual Meeting is to 
be held. As usual, it will, we expect, be 
rich in professional stimulation, new 
ideas, new facts, new ways of doing 
things better to improve the health of 
people. More than 60 related health 
organizations are scheduling meetings 
in Detroit during the week. Something 
over 300 sessions are planned and more 
will probably be developed before No- 
vember 13. The whole gamut of the 
multidisciplinary profession which is 
public health will be well represented. 

One new highlight is the presentation 
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of the Bronfman Prizes for Public 
Health Achievement. This new award, 
sponsored by the Samuel Bronfman 
Foundation, is for “current creative 
achievement in the field of public health 
leading to improved health for large 
numbers of people.” It replaces the Las- 
ker Awards which for 15 years included 
recognition for outstanding service in 
the field of public health as well as in 
medical research. 

This year our opening symposium on 
Monday morning will consider the sub- 
ject of “Organization for New Responsi- 
bilities in Public Health.” It will bring 
together administrators, social scientists, 
epidemiologists, engineers, and com- 
munity planners to discuss what is prob- 
ably the “hottest” issue in our field 
today: “What should be our organiza- 
tional pattern for delivering the new 
health services people are demanding?” 

The closing symposium on Friday will 
be another in our series of new dis- 
coveries in major areas—this one on 
the new developments in mental health— 
now available for application by public 
health workers. For instance, the chemo- 
therapy of mental illness and the use of 
tranquilizers in private clinical practice 
as well as in mental health institutions 
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will be discussed, with their implications 
for new public health roles in case find- 
ing and follow-up. 

There will also be policy matters to 
be determined by the Governing Council 
which are of great import to the future 
of public health. Resolutions will be dis- 
cussed and action taken on a wide 
variety of current topics including such 
matters as: selection of a financial base 
(Social Security or other) for extended 
medical care for the aged, and nation- 
wide reciprocity of retirement systems 
for public health workers. 

All in all it should be a most stimula- 
ting session. Dr. Joseph G. Molner, 
health commissioner of Detroit, is chair- 
man of the Local Committee. He and his 
able associates, some of whom helped to 
make the meeting in 1940 a memorable 
event, may be counted upon to put sev- 
eral thousand delegates in debt to them 
for arrangements made for their comfort 
in serious pursuits and for their relaxa- 
tion in lighter moments. We hope that 
public health workers in the Middle 
States Region who have not had a na- 
tional meeting so conveniently located 
for two decades will turn out as enthusi- 
astically as did those from the Western 
Region in 1960. 


LETTERS TO THE EDITOR 


To THE Epiror: 


Some Reflections on Current Plans to Control 
Radiation Exposure in the United States 


Committees of distinguished scientists 
have been studying the over-all effects of 
radiation exposure on human beings for 
many years, and have made recom- 
mendations. The committees include 
those of the National Academy of 
Sciences-National Research Council, the 
Federal Radiation Council, and the 
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United Nations Scientific Committee on 
the Effects of Atomic Radiation. The 
report of the Federal Radiation Council 
states “there is no necessity for setting 
the (permissible exposure) level (as 
high as 5 rems per year) because the 
doses actually received are generally 
much less at the present time.” This 
represents the general philosophy of all 
the committees reporting. 

The report of the National Academy 
of Sciences makes it quite clear, as do 
the other reports, that the major frac- 


4 
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tion of man’s exposure from man-made 
sources of radiation results from small 
doses of radiation received by large 
numbers of the population rather than 
those doses being received by radiation 
workers. The reports of all committees 
seem to be most concerned with the con- 
trol of the integrated dose to the gonads 
of the entire population and also with 
the statistical effects of small amounts of 
radiation to large numbers of human 


beings. In the report of the Federal 
Radiation Council, it is stated that 


“every reasonable effort should be made 
to keep exposures as far below the recom- 
mended levels as practicable.” It also 
states that “the degree of control effort 
should not depend solely on whether or 
not this guide is being exceeded.” In 
the 1960 report of the National Academy 
of Sciences it is stated that, “the average 
population exposure to man-made ioniz- 
ing radiation, including medical radia- 
tion, should be not more than 10 
roentgens to the gonads per reproduc- 
tive cycle; preferably, it should be less.” 
The British Committee has a similar 
recommendation. 

The records of the Atomic Energy 
Commission, its contractors and licensees, 
as well as the records of other agencies 
show that the number of radiation over- 
exposures is remarkably low considering 
the number of persons using radiation 
today. The number of radiation injuries 
is extremely small. This would appear 
to indicate that no great effort is needed 
to extend regulation in order to eliminate 
radiation injuries or keep exposures 
within the prescribed limits. X-ray in- 
juries in recent years have been notably 
few in spite of little or no regulation. 

A second and different group of com- 
mittees has been equally active in enact- 
ing and recommending legislation to 
control radiation exposure. Presumably 
these committees have been guided by 
the recommendations of the scientific 
committees studying radiation effects 
and by recent experience. A review of 


the recommended legislation, however, 
indicates that they deal almost ex- 
clusively with the avoidance of the over- 
exposure of radiation workers and of in- 
dividuals in the population. In most 
cases, there is no provision for the elimi- 
nation of unnecessary radiation exposure 
where it is within the prescribed limits 
set for individuals. In the recent report 
of Subcommittee No. 10 of the National 
Committee on Radiation Protection, the 
stated purpose of the recommended legis- 
lation is “to reduce, to an acceptable 
level, the risk that any person will be in- 
jured by radiation.” In examining the 
details of the proposed rules, it is found 
that the regulatory agency is given 
ample authority to keep routine ex- 
posures within the general level of 5 
rems per year for each radiation worker 
and to 0.5 rem per year for each other 
member of the population, but there is 
no authority to reduce unnecessary 
radiation exposure unless it 
these levels. This appears to be con- 
trary to the needs expressed by the 
scientific committees who have studied 
sources of man-made radiation exposure 
and to recent experience. There is also 
no authority to require modification of 
facilities or procedures that are found to 
be likely to result in accidental over- 
exposures, 

In the case of the proposed State 
Radiation Control Act and Regulations 
prepared by the Council of State Gov- 
ernments, there seems to be primary con- 
sideration for the control of atomic 
energy materials, whereas it is generally 
agreed by state and local regulatory 
agencies that a comprehensive radiation 
control program to cover all sources is 
desirable. 

As a result of inspecting many thou- 
sands of radiation installations in the 
City of New York, the most serious de- 
ficiency found, in terms of integrated 
gonad dose to the population, is the fact 
that well over 50 per cent of all x-ray 
machines used for taking chest x-rays, 


exceeds 
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unnecessarily expose the gonads of the 
patients to at least 100 times as much 
radiation as is actually necessary in 
order to take a satisfactory film. Similar 
conditions have been found in the medi- 
cal and dental x-ray examination of 
other parts of the body. An interesting 
fact is that in order to control such 
radiation exposure, very little effort or 
expense is involved on the part of those 
who are responsible for the use of the 
equipment, but the authority to require 
the necessary changes is important. The 
physicians and dentists involved have 
shown little reluctance to comply with 
the New York City regulation requiring 
filtration and the limitation of x-ray 
beam size although they had _ not 
corrected the deficiencies voluntarily in 
spite of over 12 years of publicized 
recommendations by the NCRP, its 
afhliated medical societies, and the Pub- 
lic Health Service. The proposed regu- 
lations of Subcommittee No. 10 of the 
National Committee on Radiation Pro- 
tection do not permit the agency 
authority to correct such sources of un- 
necessary radiation to the population. 

Similarly, experience shows that there 
seems to be considerable carelessness in 
the handling of medical and industrial 
radium sources to the extent that those 
individuals working with such sources 
undoubtedly receive considerably more 
radiation exposure than necessary al- 
though not necessarily overexposed in 
terms of the prescribed limits. 

Careful examination of many state 
and local regulations recently enacted 
shows a similar concern with avoiding 
overexposures and lack of concern with 
the control of unnecessary exposure, if 
within the prescribed limits. A few 
states, including Connecticut, Michigan, 
New York, and Pennsylvania do have 
specific provisions for minimizing ex- 
posures, but the majority of states do 
not. 

When it is considered that there are 
significantly over 5,000 chest x-ray ex- 
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aminations and probably 50,000 to 
75,000 other x-ray examinations made 
in New York City every day and about 
20 times as many in the entire country, 
it would appear that a very large seg- 
ment of population dose could be re- 
duced substantially, but codes being pro- 
posed and enacted offer little assistance 
for such reduction. 

In addition to preventing unnecessary 
exposure, radiation regulations should 
provide for authority to guard against 
accidents which could result in serious 
overexposures to individuals or to popu- 
lations. The regulations proposed by 
NCRP Subcommittee No. 10 do not ap- 
pear to give general or specific authority 
to review or correct hazardous condi- 
tions or procedures until there is evi- 
dence that there has been an overexpo- 
sure (except for the fire and earthquake 
provisions in the storage of radioactive 
materials and the possible spread of con- 
tamination—Sections 10 and 11). 


Hanson Bratz 


Director, Office of Radiation Control, New 
York, N. Y. 


To THE EpiTor: 


Men, Compromise, and Prestige in Foreign Aid 
and International Technical Assistance 

A rather long experience in interna- 
tional technical assistance, heavily 
weighted on the receiving side but rich 
and informative on the whole subject, 
has led the writer of this letter to believe 
that there are three points which are 
particularly relevant in this hour and to 
the ends and purposes of current discus- 
sions about the ways and means of im- 
plementing the  Alliance-for-Progress 
policy recently adopted by the govern- 
ment of the United States. 

In the first place, international co- 
operation in public health or any other 
field is a human interpersonal affair. 
Whether private or governmental, 
through bilateral or multilateral agree- 
ments, or even under statutory norms—in 


the fashion of the United Nation’s special- 
ized agencies—international assistance 
resolves itself in the end as a confronta- 
tion between the person or persons who 
represent the government or institution 
that gives and the person or persons who 
represent the government or institution 
that receives the assistance. 

Second, a program of international as- 
sistance, particularly one of a technical 
nature, most often represents a com- 
promise on the question of felt and un- 
felt needs between the donor and the 
recipient. 

And third, long-range programs are 
apt to affect one of the intrinsic and 
main components of international assist- 
ance, namely, the prestige of the donor 
and the recognition due him by the bene- 
ficiaries of the program. 

The validity and relevance of the 
aforementioned propositions would, I 
believe, become more evident and mean- 
ingful if considered as interrelated facts 
within the context of present-day dilem- 
mas in the international scene. 

The so-called revolution of expecta- 
tions among the peoples of under- 
developed countries has stirred up 
awareness of heretofore unfelt needs; 
has created a sense of urgency in the 
peoples’ demand for the fulfilment of 
those needs; and has given a new di- 
mension, in terms of political value and 
significance, to the prestige and recogni- 
tion owed to and legitimately expected 
by the donor country or institution. 

The Men and the Program—The im- 
portance of the personal factor involved 
in international cooperation can never 
be overly emphasized. Consistent with 
its tendency toward simplification, the 
human mind apprehends by means of 
symbols, complex, abstract notions, such 
as government, administration, foreign 
aid programs, and so forth. The symbols 
are in this case the men who represent 
the governments, the administrations, 
and the foreign aid programs. 

Since persons play such a prominent 


role, it follows that the outcome of any 
international cooperation scheme will de- 
pend on the personalities of the co- 
operating agency's representatives, of the 
host country’s liaison officers, and of the 
key men from both sides who carry out 
the cooperative programs. 

This fact increases the importance 
of selecting personnel morally, intellec- 
tually, and emotionally capable of assum- 
ing the towering responsibility vested 
upon leaders and symbols; it also brings 
to the fore another subject not usually 
accorded serious consideration. This 
subject is the disabling effect of bureauc- 
racy upon the personalities involved in 
the execution of international coopera- 
tion programs. 

A well designed project cannot be 
efficiently carried out if it gets entangled 
in the web of bureaucratic procedure. 
No one will ever know how many inter- 
national health programs failed—to the 
discredit of the parties involved—be- 
cause the persons entrusted with their 
implementation were handicapped by 
the rigors of an implacable bureaucracy. 

The tasks ahead of us require an ac- 
celerated rhythm because of the prevail- 
ing sense of urgency and the high pres- 
tige value of prompt accomplishments. 

It seems that the new rhythm can be 
attained through reasonable planning 
and the granting of authority for de- 
cisions in the field—in two words: flexi- 
bility in the program and confidence in 
the administrators. 

The Compromise—The question of 
working out a compromise on what is 
or is not good for a country is always 
present when international aid programs 
are discussed. This question revolves 
around the decision to be taken about 
the more urgent needs felt by the people 
and by the government of the recipient 
country on the one side, and those which 
the international agency considers as 
more important, on the other side. 

A clear distinction should be made 
between the felt needs of the people and 
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the felt needs of the government. Oc- 
casionally the needs that the government 
submits for consideration to the interna- 
tional agency do not coincide with those 
felt by the people. 

Unfortunately, but unavoidably, the 
scientific and technical judgment is 
seldom in accord with the layman’s as to 
what should be done, which first, and 
how. This is notably true in the field of 
public health. 

The technical judgment usually pre- 
vails in the decisions leading to inter- 
national technical assistance programs; 
popular demands are often disregarded 
or else are met in ways quite different 
from those that the people think appro- 
priate. There is great danger in relent- 
lessly pursuing this policy. 

Prestige and Recognition—The pres- 
tige of the persons who execute the pro- 
gram and of the organizations they rep- 
resent, as well as the recognition due to 
the government or institution that pro- 
vides the assistance are conditioned and 
determined by the popular acceptance of 
the program. 

It has been previously stated that the 
prestige and recognition resulting from 
international cooperation programs have 
a new dimension in terms of political 
significance. For instance, the prestige 
and recognition that may result from the 
long-range programs, for both the re- 
cipient and especially the donor gov- 
ernment, also become long-range propo- 
sitions. 

While a sum of money casually given 
to a friend in need would normally elicit 
in him an immediate feeling of deep and 
lasting gratitude, the promise of a 
monthly stipend, to help him along 
through a period of poverty might only 
get, at first, unenthusiastic and even 
grudging recognition. 

Furthermore, we cannot deny or over- 
look the fact that political ideologies in 
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the world today are polarized by two 
forces now engaged in a deadly contest. 
It looks as if all the countries in the 
world, but two, were aligned like metal- 
lic particles caught in a magnet’s field. 

Under these circumstances even scien- 
tific discoveries now have political sig- 
nificance; international cooperation pro- 
grams cannot be exceptions. 

In the past, the political implications, 
if any, of success or failure of inter- 
governmental cooperative efforts were 
restricted to the countries and govern- 
ments concerned; now, failure and suc- 
cess have a meaning and place in the 
world’s ideological dichotomy. Failures 
that discredit one camp now mean politi- 
cal gains for the other camp; with suc- 
cess, it is the other way around. 

Summary—Besides the ethical prin- 
ciples which remain unchanged and 
ought to govern actions dealing with 
people’s life and welfare, the present 
political situation now makes it impera- 
tive that international health programs 
in Latin America be so carefully chosen 
and implemented that the probabilities 
of success leave only a narrow margin 
to mischance. 

Success in the inter-American coopera- 
tive effort will be measured by the 
degree of popular acceptance and recog- 
nition. Due regard to the people’s felt 
needs is, therefore, of paramount im- 
portance because it generates recogni- 
tion; recognition implies “simpatia”; 
and “simpatia” is a prerequisite of 
friendship and solidarity, as far as the 
Latin-Americans are concerned. 

Let us hope, then, that from now on 
the political implications of technical as- 
sistance programs will receive adequate 
consideration. 


Juan ALLwoop-Parepes, M.D. 
Professor of Preventive Medicine and Public 
Health, University of El Salvador School of 
Medicine, San Salvador, El Salvador, C.A. 


This letter was presented as a paper before the Regional Technical Conference 
on Public Health held in Bogota, Colombia, April 17-28, 1961, under the auspices 
of the International Cooperation Administration. 
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ASSOCIATION NEWS 


Street Plan of Detroit Showing Location of Cobo Hall and Housing 
Bureau Hotels (Number indicates location on map.) 


[SiN Spur wEFFERSON 


VETERANS | 
MORAL DETROIT 
JIL 
HOTELS AND RATES 
Index Parlor 
to Map Hotel Single Double Twin Beds Suite 
6 Detroit-Leland ........... $7.50-13.50 $10.5. -16.00 $12.00-19.00 $25.00-35.00 
Cass & Bagley Sts. 
Cadillac Square & Bates St. 
18 Pick-Fort Shelby ......... 6.00-12.75 9.00-15.50 10.50-16.25 23.00-43.50 
525 Lafayette St. 
20 Prince Edward .......... 6.50- 8.50 9.50-11.50 11.50-12.00 21.00-25.00 
Windsor, Ontario 
1 Sheraton-Cadillac ......... 8.50-18.00 14.35-20.50 14.85-23.00 29.00-37.50 
1114 Washington Blvd. 
1539 Washington Blvd. 
5.00- 9.00 9.00-12.00 10.50-15.00 25.00 
Park and Adams Sts. 


Witherell and Elizabeth Sts. 
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ASSOCIATION NEWS 


DETROIT ANNUAL MEETING, NOVEMBER 13-17 


A Housing Bureau will be operated by the 
Detroit Convention and Tourist Bureau 
for the Association. Since all requests for 
rooms are handled through the Housing 
Bureau in chronological erder, it is recom- 
mended that you send in your application as 
soon as possible. 


In making hotel reservations please use the 
blank below, indicating four choices of hotels 
and a specific range in rates from those 
quoted. All requests must give definite date 
and approximate hour of arrival and de- 


parture and the names and addresses of all 
persons who will occupy rooms requested. 


All reservations must clear through the 
APHA Housing Bureau. Requests will be 
confirmed directly by the hotel in which 
the reservation is placed. 


Hotels will hold room reservations only until 
6:00 p.m., unless otherwise specified. 


If you would like acc dations in a 

Detroit Hotel other than those listed 

lease indicate this and an attempt will 
made to place you there. 


MAIL TO: 
ama APHA HOUSING BUREAU 


Detroit Convention & Tourist Bureau 


626 Book Building 
Detroit 26, Mich. 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


elsewhere? Yes.............. 


NAMES OF ALL OCCUPANTS 
(Please bracket these sharing a room) 


(Street) 


SEPTEMBER, 1961 


PLEASE PRINT OR TYPE 
ALL INFORMATION 


(Please indicate rate range.) 


Single Room ........ From 09.6. 
Double Bedroom ..... From $.........++ Bu. 
Twin Bedroom ....... From $..........+ 
Parlor/Bedroom Suite..From $........... to 


ADDRESSES 


(City) (Zone) 
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If reservation cannot be made in one of the hotels indicated, shall we place you 
(State) 
' 
4 
| { 


Preliminary Program of the Scientific Sessions 
89th Annual Meeting 
American Public Health Association 
and 
Meetings of Related Organizations 
Detroit, Michigan 


November 13-17, 1961 


Cobo Hall is headquarters for the meeting and all scientific 
sessions will be held there, unless otherwise noted. The Registration 
Desk, Hospitality and Information Booth, Ticket Sales, and Technical 
and Scientific Exhibits will be in Hall C of Cobo Hall. 


The 89th Annual Meeting officially opens on Monday morning at 
10:00 with the Association Symposium. This general assembly for 
all delegates will take place in two rooms, 2001 A and 2001 B of 
Cobo Hall. The subject is “Organization for New Responsibilities in 
Public Health.” The first APHA section meetings are scheduled for 


Monday afternoon and continue through Thursday afternoon. 


Related organizations will meet on Monday evening, Wednesday 
afternoon and evening, and Thursday morning. They will also meet 
jointly with APHA sections during the week. Some will meet on 
Sunday as indicated in the following pages. 


A second Association Symposium will bring the 89th Annual 
Meeting to a close on Friday noon. 


The Registration Desk in Hall C, Cobo Hall, will open at 8:30 a.m. 
on Monday at which time official programs will be available. Every- 
one is expected to register. The registration fee is $8.00, with exemp- 
tion for nonmember spouses of members. 
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PRELIMINARY PROGRAM 


Sunday 


American School Health Association 


1:00-6:00 P.M. Pick-Fort Shelby Hotel 
Terrace Room 
Crystal Room 
Sky Room 
River Room 
Fort Room 


8:00 P.M. Terrace Room 


Presiding: J. Keogh Rash, H.S.D. 


Reports of Study Committees: 
Functions and Opportunities of the Study Committees of the American 


School Health Association. Fred V. Hein, Ph.D. 


Report of the Committee of Health Education in the Elementary and 
Secondary Schools. Elizabeth A. Neilson, Ed.D. 


Report of the Research Council. James H. Humphrey, Ph.D. 
Report of the School Nursing Committee. Dorothy Tipple, M.P.H. 
Address: Public Relations for the School Health Program. Russel D. 


Catherman. 


American Society of Professional Biologists 
8:00 P.M. Pick-Fort Shelby Hotel, River Room 


Presiding: Francis C. Lawler, Sc.D., President. 


Association of State and Territorial Public Health 
Nutrition Directors 


9:15 AM. Pick-Fort Shelby Hotel, Cass Room 
2:15 P.M. Pick-Fort Shelby Hotel, Cass Room 
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Sunday 


Association of Teachers of Preventive Medicine 
Statler-Hilton Hotel, Bagley Room 
8:30 A.M. Registration 
9:30 AM. General Session 


NEWER CONCEPTS IN PREVENTIVE MEDICINE TEACHING 


Presiding: Theodore H. Ingalls, M.D. 

Medical Genetics. Sheldon C. Reed, M.D. 

Growth and Development. Wilton M. Krogman, Ph.D. 
Nutrition. William H. Sebrell, Jr., M.D. 


Anthropology. George Rosen, M.D. 


2:00-4:00 P.M. Panel Discussions 


Parlor C Medical Genetics 

Parlor D Growth and Development 
Parlor E Nutrition 

Parlor F Anthropology 


4:15-5:00 P.M. Bagley Room. Business Session 
Presiding: John R. Paul, M.D., President. 


6:30 P.M. Bagley Room. Dinner Session 
Presidential Remarks. John R. Paul, M.D. 


Annual Address. (Speaker to be announced.) 
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Sunday 


Conference of State and Provincial Public Health 
Laboratory Directors 


9:15 A.M. Statler-Hilton Hotel, Grand Ballroom 


Opening Remarks. William Arnold Dorsey, A.B. 

Presiding: George D. Cummings, M.D. 

QUALITY CONTROL IN THE PUBLIC HEALTH LABORATORY 
Introduction. George D. Cummings, M.D. 

Experiences in New York City. Morris Schaeffer, M.D. 

Experiences in California. Nell F. Hollinger, Ph.D. 

Experiences in Clinical Chemistry in Canada. Rovelle H. Allen, M.D. 
Discussion. 

Education and Training of Laboratory Personnel. Earl J. Sunkes, Dr.P.H. 
Discussion. 


Laboratory Workshops as a Device for Improving Performance in a State-wide 
Program. J. V. Irons, Sc.D. 


Discussion. 


2:15 P.M. Statler-Hilton Hotel, Grand Ballroom 
Presiding: William Arnold Dorsey, A.B. 


Evaluation of Performance in the Public Health Laboratory. Elmer L. 
Shaffer, Ph.D. 


Discussion. 
Research in the Public Health Laboratory. George D. Cummings, M.D. 
Discussion. 


Procedure for Effective Use of CDC Services by State and Local Laboratories. 
U. Pentti Kokko, M.D. 


Discussion. 


APHA Program for Quality Control of Standard Methods Agar. Howard L. 
Bodily, Ph.D. 


Discussion. 


Certification of Microbiologists. Present Status of the Program of the American 
Academy of Microbiology. Howard L. Bodily, Ph.D. 


Discussion. 
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Sunday 


Governing Council, American Public Health Association 
2:00 P.M. Sheraton-Cadillac Hotel, English Room 
Open Meeting. All Members of the Association Are Welcome 


6:30 P.M. Sheraton-Cadillac Hotel, Grand Ballroom 
Dinner and Evening Session for Governing Council Members 


Mental Health and Psychiatric Nurses 


Detroit Visiting Nurse Association, 4421 Woodward Avenue 


Continuation of Saturday’s Preregistered Meeting 
8:30 AM. Coffee and Rolls 
9:30 AM. Symposium 
Moderator: Milenka Herc, R.N. 
Medical Care of the Patient with Psychosomatic Illness. H. Waldo Bird, M.D. 


Some Recent Findings About One Psychosomatic Illness: Rheumatoid Arthri- 
tis. Sidney Cobb, M.D. 


Utilization of Recent Findings in Nursing Education. Edith Morgan, R.N. 


Significance of Above Presentations to Mental Health Nurses in Public Health 
Nursing Agencies. Florence M. Burnett, R.N. 


1:15 P.M. Buffet Luncheon, Alger Center 
2:15 P.M. Continuation of Discussion in Groups 


4:30 P.M. Adjournment 


Society of Public Health Educators 


9:15 A.M. Statler-Hilton Hotel: Wayne Room, Michigan Room, 
and Parlor B 


12:00 Noon Luncheon Session, Statler-Hilton Hotel, Michigan Room 


2:15 P.M. Statler-Hilton Hotel: Wayne Room, Michigan Room, 
and Parlor B 
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Opening of the 39th Annual Meeting 
Monday, November 13, 1961 
Cobo Hall 


8:30 A.M. Registration Opens. Hall C, Cobo Hall. 


— Everyone Is Expected to Register — 
9:00 A.M. Opening of the Exposition. Hall C, Cobo Hall. 


10:00 A.M. Opening Session, The Association Symposium. 
Room 200! A and Room 200! B, Cobo Hall. 


Monday, 10:00 A.M. 


Association Symposium 
Concurrent Sessions, Rooms 2001 A and 2001 B, Cobo Hall 


ORGANIZATION FOR NEW RESPONSIBILITIES IN PUBLIC HEALTH 
Room 2001 A—Health Needs and Trends 


Presiding: Charles Glen King, Ph.D., President-Elect, American Public Health 
Association. 


Keynote Speaker: Myron E. Wegman, M.D., Dean, University of Michigan 
School of Public Health, Ann Arbor, Mich. 


Discussants: 
Administration. Martin Cherkasky, M.D., Director, Montefiore Hospital, 
New York, N.Y. 


Environmental Health. Herbert M. Bosch, M.P.H., Professor of Environ- 
mental Sanitation, University of Minnesota, School of Public Health, 
Minneapolis, Minn. 

Research and Epidemiology. Reimert T. Ravenholt, M.D., Director, Division: 
of Epidemiology and Communicable Disease Control, Seattle-King 
County Department of Public Health, Seattle, Wash. 


Room 2001 B—Health Resources and Developments 


Presiding: Marion W. Sheahan, R.N., President, American Public Health 
Association. 


Keynote Speaker: Berwyn F. Mattison, M.D., Executive Director, American 
Public Health Association. 


(Cont.) 
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Monday, 10:00 A.M. 


Continued from preceding page. 


Discussants: 

Administration. Joseph E. Cannon, M.D., Director of Health, State 
Department of Health, Providence, R. 1. 

Community Planning. The Honorable Wade H. McCree, Jr., Circuit 
Judge, Detroit, Mich. 

Research and Epidemiology. John C. Glidewell, Ph.D., Director of 
Research and Development, St. Louis County Health Department, 
Clayton, Mo. 


Monday, 1:30 P.M. 


Committee on Resolutions 
American Public Health Association 
Sheraton-Cadillac Hotel, Crystal Room 


Public Reading of All Resolutions Received by the Committee 


Monday, 2:15 P.M. 


Dental Health Section 
Cobo Hall, Room 3044 


Presiding: Wesley O. Young, D.M.D., Chairman. 


THE DENTAL HEALTH SECTION IN ACTION 
Committee Reports. 
Section Business. 


Election of Officers. 


Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, the Conference 
of State Sanitary Engineers, and the National 
Association of Sanitarians 


Cobo Hall, Room 2001 A 
Presiding: Paul W. Purdom, P.E. 
Chairman: William J. Orchard. 
LOOKS INTO THE FUTURE 


Radiation. Arthur E. Gorman. 


Engineering Education. Gordon M. Fair, Dr.Eng. 
(Cont.) 
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Monday, 2:15 P.M. 


Continued from preceding page. 


American Sanitary Engineering Intersociety Board. Earnest Boyce, M.S.E. 
International Sanitation. Vincent B. Lamoureux, C.E. 

Municipal Public Health Engineering. William H. Cary, Jr., PE. 

Sewage and Waste Disposal. Ellsworth L. Filby, C.E. 

Milk Industry Equipment. George W. Putnam. 

Food Protection and Standards. Walter D. Tiedeman, M.C.E. 

Detergents and Bactericidal Agents. C. A. Abele. 


Forty Years of Public Health Engineering. Sol Pincus, C.E. 


Epidemiology Section 
Cobo Hall, Room 3035 


Presiding: Thomas D. Dublin, M.D. 


POPULATION GENETICS AND EPIDEMIOLOGIC RESEARCH 


Genetic Factors in Rheumatic Fever. Joseph A. Buckwalter, M.D.; George 
Naifeh, M.D.; and James Auer. 


Epidemiologic Surveys of Deleterious Genes in Different Population Groups 
in Israel. Chaim Sheba, M.D.; Aryeh Szeinberg, Ph.D.; Bracha Ramot, 
M.D.; Avinoam Adam, M.Sc.; Israel Ashkenazi, M.Sc. 


The Roles of Inheritance and the Environment in the Loss of Distant Visual 
Acuity Among Japanese School Children. Robert W. Miller, M.D. 


Genetic Studies on Rheumatoid Arthritis. J. S. Lawrence, M.D., M.R.C.P. 


Epidemiologic and Genetic Investigations of the Parkinsonism-Dementia 
Complex in Population Groups in Micronesia, Melanesia, and California. 
Leonard T. Kurland, M.D.; Simmons Lessell, M.D.; Jose Torres; and 
A. Hirano, M.D. 


Population Genetics Applied to the Development and Use of Live Polio- 
myelitis Virus Vaccines. Joseph L. Melnick, Ph.D. 


Epidemiology Section 
Cobo Hall, Room 3036 
Presiding: Joseph A. Bell, M.D. 


ACUTE RESPIRATORY DISEASES OF VIRAL ETIOLOGY 
Ecology of Respiratory Viruses—1961. William S. Jordan, M.D. 


(Cont.) 
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Continued from preceding page. 


Adenoviruses. Joseph A. Bell, M.D.; Wallace P. Rowe, M.D.; and Leon 
Rosen, M.D. 


Myxoviruses. Robert H. Parrott, M.D.; Robert M. Chanock, M.D.; A. Vargosko; 
H. W. Kim; Robert J. Huebner, M.D.; Albert Z. Kapikian, M.D.; and 
Joseph A. Bell, M.D. 


Respiratory Syncytial Viruses. Robert M. Chanock, M.D.; Robert H. Parrott, 
M.D.; Albert Z. Kapikian, M.D.; Vernon Knight; and K. M. Johnson. 


Eaton Agent. M. A. Mufson; H. H. Bloom; M. A. Manko; Captain James 
Kingston, MC, USN; and Robert M. Chanock, M.D. 


Enterovirus. K. M. Johnson; H. H. Bloom; M. A. Mufson; and Robert M. 
Chanock, M.D. 


Present Concept of Common Colds. George G. Jackson, M.D.; Harry F. 
Dowling, M.D.; R. L. Muldoon; and G. C. Cooper. 


Food and Nutrition Section 
Cobo Hall, Room 3045 


Presiding: Emil M. Mrak, Ph.D. 


TRENDS IN THE WORLD OF FOOD 
Nutritional Aspects of Food Production. George A. Borgstrom, D.Sc. 


Tomorrow's Foods Through New Technology. Harold W. Schultz, Ph.D. 


Health Officers Section 
Cobo Hall, Room 2040 
An AMA Approach to a Review of Activities of State and Local Health 
Departments. George W. Cooley. 
A Community Mental Health Program: Its Rise and Fall. Catherine Covert. 


A Threefold Increase in Reported Syphilis Morbidity in One Year: How We 
Did It. Charles L. Wilbar, Jr., M.D. 


Panel Discussion: Possible Goals for the Health Officers Section. 


Business Session. 
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Monday, 2:15 P.M. 


Laboratory Section 
Cobo Hall, Room 3038 


Presiding: William G. Walter, Ph.D., Chairman. 
Business Session. 
Chairman’s Address. 


Unclassified Mycobacterial Infections in Florida: A Five-Year Study. E. Charl- 
ton Prather, M.D.; James O. Bond, M.D.; Nathan J. Schneider, Ph.D.; 
Eldert C. Hartwig, M.D.; and Frank P. Dunbar. 


Problems in Identifying Mycobacteria Isolated from Tuberculin-Positive 
Bovine Tissues. Virginia H. Mallmann, Ph.D.; Walter L. Mallmann, Ph.D.; 
Donald Willigan, D.V.M.; and Patsy Robinson, B.S. 


The Immunogenicity of BCG (Phipps) and Its Isoniazid-Resistant Mutant in 
Guinea Pigs Simultaneously Vaccinated, Infected, and Treated. Morris 
Dworski, M.P.H. 


Laboratory Studies of Human Hepatitis Virus 
Tissue Cultuie Technics and Virus Isolations. Wilton A. Rightsel, Ph.D.; 
Ruth A. Keltsch, B.S.; and I. William McLean, Jr., M.D. 


Characterization and Electronmicroscopy. Alton R. Taylor, Ph.D., and 
Charles Robert Bennett, Ph.D. 


Maternal and Child Health and School Health Sections, 
and the American School Health Association 


Cobo Hall, Room 3040 


A LOOK AT YOUTH IN URBAN AREAS 
Problems of Out-of-School and In-School Youth. Samuel Miller Brownell. 


Meeting the Health Problems Arising from Urbanization. William M. Schmidt, 
M.D. 


Meeting the Social Problems Arising from Urbanization. James R. Dumpson. 
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Monday, 2:15 P.M. 


Medical Care Section 
Cobo Hall, Room 3039 


Presiding: George G. Reader, M.D. 
The Physician’s Dilemma in Puerto Rico. Jack Elinson, Ph.D. 


Contractual Physicians in General Hospitals: A National Survey. Milton I. 
Roemer, M.D. 


An Analysis of the Use Rates and Costs of Prescribed Medicines and Related 
Problems. Morris A. Brand, M.D. 


Methods of Allocating Community Chest Funds to Hospitals. Henry R. 
Mason, M.P.H. 


4:15 P.M. Business Session. 


Mental Health Section 
Cobo Hall, Room 3037 


Presiding: Rema Lapouse, M.D., Chairman. 


WORKSHOP: PROBLEMS OF METHOD IN EPIDEMIOLOGIC STUDIES 
OF MENTAL DISORDERS. PART I 
An Epidemiologic Study of Neuropsychiatric Disorders in Children. Carol 
Buck, M.D.; K. M. Stravraky, M.D.; and R. L. Gregg, M.A. 


Moderator: Rema Lapouse, M.D. 


Panel Participants: 
Bernard G. Greenberg, Ph.D. 
Hilda Knobloch, M.D. 
Paul V. Lemkau, M.D. 
Abraham M. Lilienfeld, M.D. 
Mary A. Monk, Ph.D. 


1376 VOL. 51, NO. 9, A.J.P.H. 


> 


PRELIMINARY PROGRAM 


Monday, 2:15 P.M. 


Mental Health and Public Health Nursing Sections 
Cobo Hall, Room 2048 


Presiding: Dorine J. Loso, R.N. 


A COOPERATIVE PROGRAM BETWEEN THE STATE HOSPITAL AND 
THE PUBLIC HEALTH NURSING AGENCY FOR 
PSYCHIATRIC AFTERCARE 


Moderator: Ellen M. Donnelly, Ed.D. 


Panel Participants: 
Hospital Superintendent: Ronald H. Kettle, M.D. 
Nursing Educator: Dorothy Douglas, R.N. 
Liaison Nurse: Catherine Wallace Verde, R.N. 
Agency Director: Florence C. Austin, R.N. 
Agency Supervisor: Doris Lynch, R.N. 


Discussion. 


Public Health Education Section 
Cobo Hall, Room 2043 


Presiding: Theron H. Butterworth, Ph.D., Chairman. 


Business Session. Section Reports. 


IDEA CAPSULES 
Moderator: Alfred E. Kessler, M.S.P.H. 


(Ten health educators present five-minute descriptions of new ideas and 


successful programs. ) 


School Health Section 
Cobo Hall, Room 3042 
Presiding: Florence L. Fogle, R.N., Chairman. 
Reports of Studies and Projects. 


Characteristics and Attitudes of Student Users and Nonusers of the University 
Health Service. Marian K. Solleder. 
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Monday, 2:15 P.M. 


Statistics Section 
Cobo Hall, Room 3184 


Presiding: Donovan J. Thompson, Ph.D. 


EVALUATING HEALTH STATISTICAL INFORMATION FROM 
INTERVIEW SURVEYS 


An Evaluation of Chronic Disease Data from the Health Interview Survey. 
James T. Baird, Jr.. M.S.; Philip S. Lawrence, Sc.D.; and Eve Balamuth. 


An Evaluation of Hospitalization Data from the Health Interview Survey. 
Walt R. Simmons, M.A., and E. Earl Bryant. 


Morbidity Surveys—Have They Been Oversold? Barkev S. Sanders, Ph.D. 


Discussants: 
Harry L. Miller, M.D. 
Harold Nisselson. 


Business Session. 


Nomination of Officers. 


Monday, 5:30 P.M. 


Reception to the President of the American Public Health 
Association 


Cobo Hall, Room 2001 B 
All Registered Delegates and Exhibitors Are Invited 


Dental Health Section 
Social Hour, 5:30-7:00 P.M., Sheraton-Cadillac Hotel, Reception Room 
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Monday, 6:00 P.M. 


*Conference of Public Health Veterinarians 
Social Hour, Followed by Buffet Dinner, Wolverine Hotel 


Presiding: Mervyn B. Starnes, DV.M. 


Laboratory Animals and Their Contributions to the Advancement of Medicine. 
M. C. Leikind. 


Comparative Cancer Investigations. Michael B. Shimkin, M.D. 


Presentation of Awards by Robert F. Willson, D.V.M. 


Monday, 6:30 P.M. 


*Committee on Medical Care Teaching of the Association of 
Teachers of Preventive Medicine 


Dinner and Evening Session, Sheraton-Cadillac Hotel, English Room 


Presiding: Milton Terris, M.D. 
Medical Care in Public Health. William H. Stewart, M.D. 


Discussants: 
Robert H. Hamlin, M.D. 
Charles A. Metzner, Ph.D. 


*Conference of State and Provincial Public Health 
Laboratory Directors 


Dinner and Evening Session, Preceded by Social Hour at 5:30 P.M. 
Statler-Hilton Hotel, Grand Ballroom 

Old Uses for New Glass. Kimble Glass Company. 

Presentation of the Kimble Methodology Award. 

Business Session. 


* Tickets will be on sale at the Registration Desk. 
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Monday, 6:30 P.M. 


*Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, the Conference of 
State Sanitary Engineers, and the National 
Association of Sanitarians 


Annual Stag Dinner, Preceded by Social Hour at 5:30 P.M. 


Statler-Hilton Hotel, Wayne Room 


Master of Ceremonies: Walter F. Snyder. 


Monday, 8:00 P.M. 


American Association of Public Health Physicians 
Pick-Fort Shelby Hotel, Crystal Ballroom 


Presiding: Henry G. Nester, M.D., President. 


American School Health Association 
Pick-Fort Shelby Hotel, Terrace Room 


Presiding: Lyda M. Smiley, R.N. 

Report of the President. Leland M. Corliss, M.D. 

Report of the Executive Secretary. A. O. DeWeese, M.D. 
Election of Council Members. 

Special Awards Presentation. Leland M. Corliss, M.D. 


The Need for Better Interprofessional Communication in Child Guidance Work. 


Edgar B. Phillips, M.D. 


Association of Business Management in Public Health 
Statler-Hilton Hotel, Bagley Room 


Business Session. 


* Tickets will be on sale at the Registration Desk. 
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Association of Schools of Public Health 
Pick-Fort Shelby Hotel, River Room 
Open to Members and Invited Guests 


Association of State Maternal and Child Health 
and Crippied Childrens Directors 


Pick-Fort Shelby Hotel, Cass Room 


Epidemiology and Laboratory Sections 
Statler-Hilton Hotel, Michigan Room 


Presiding: John P. Fox, M.D. 


ENDERS’ LIVING ATTENUATED MEASLES VIRUS VACCINE 
Importance of Measles as a Health Problem. Alexander D. Langmuir, M.D.; 


Donald A. Henderson, M.D.; and Ida L. Sherman, M.S. 


Development and Evaluation of an Attenuated Measles Virus Vaccine. John F. 


Enders, Ph.D.; Samuel L. Katz, M.D.; and A. Holloway. 


RECENT CLINICAL-LABORATORY-EPIDEMIOLOGIC FINDINGS 
WITH LIVE MEASLES VIRUS VACCINE 
Clinical Trials with Living Attenuated Measles Virus Vaccines. Fred R. 
McCrumb, M.D. 


Studies on Immunization with Live Attenuated Measles Virus Vaccine and 
Gamma Globulin. Saul Krugman, M.D.; J. P. Giles; and A. M. Jacobs. 


Studies of Live Attenuated Measles Virus Vaccine in Man: Clinical Aspects. 
Joseph Stokes, Jr.. M.D.: Robert E. Weibel, M.D.; R. Halenda; C. M. 
Reilly; and Maurice R. Hilleman. Ph.D. 


Studies of Live Attenuated Measles Virus Vaccine in Man: Appraisal of 
Efficacy. Maurice R. Hilleman, Ph.D.; Joseph Stokes, Jr., M.D.; E. B. 
Buynak; Robert E. Weibel, M.D.; R. Halenda; and H. Goldner. 


Summary of Field Experiences with Live Measles Virus Vaccine. F. S. Mark- 
ham; Herald R. Cox, Sc.D.: and James M. Ruegsegger, M.D. 


Summary and Aspects of Control of Production of Live Measles Virus Vaccine. 


Joseph E. Smadel, M.D. 


General Discussion. 
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Laboratory Section 
Statler-Hilton Hotel, English Room 


Presiding: Vicholas D. Duffett, Ph.D. 


THE TESTING AND USE OF GERMICIDES 


Activities of the Committee on Antimicrobial Agents (Disinfectants). Nicholas 
D. Duffett, Ph.D. 

‘n Vitro Testing of Germicidal Agents to Determine Practical Disinfecting. 
Leander S. Stuart, D.Sc. 

Safety Evaluation of Germicides. Herbert E. Stokinger, Ph.D. 


In Use Evaluation of Germicidal Agents. Lawrence B. Hail, M.E. 


Discussants: 
Evan T. Bynoe, Ph.D. 
Frank B. Engley. Jr.. Ph.D. 
Floyd W. Hartmann, Sc.D. 
Keith H. Lewis, Ph.D. 


Monday, 8:30 P.M. 


American National Council for Health Education of the 
Public, and the Public Health Education and 
School Health Sections 


Sheraton-Cadillac Hotel, Crystal Room 
Presiding: Henry van Zile Hyde, M.D. 


INTERNATIONAL PERSPECTIVES ON HEALTH AND 
HEALTH EDUCATION 
An advance examination of the 1962 International Conference on Health 
and Health Education, whose theme will be “Man in His Biological, Physical, 
and Social Environment.” Representatives of the World Health Organization, 
the Pan American Sanitary Bureau, the International Union for Health Educa 


tion, and others will participate. 
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Tuesday, 7:45 A.M. 


Cleveland Health Museum 
Breakfast Session, Sheraton-Cadillac Hotel, Parlor C 


Tuesday, 9:15 A.M. 


Dental Health Section 
Cobo Hall, Room 3035 


Presiding: Wesley O. Young, D.M.D., Chairman. 


FLUORIDATION 
Moderator: Philip Jay, D.D.S. 


Community Acceptance and Rejection of Water Fluoridation. Arnold Simmel, 


A.B., and David B. Ast, D.D.S. 
Fluoridation in the Political Arena. Martin S. Hayden, A.B. 


The Involvement of Health Professionals and Local Officials in Fluoridation 


Controversies. Irwin T. Sanders, Ph.D. 


The Role of the Public Health Engineer in Fluoridation. John E. Vogt, M.P.H. 


Engineering and Sanitation, Epidemiology, and 
Laboratory Sections 


Cobo Hall, Room 3038 
Presiding: Alexander D. Langmuir, M.D. 


HEPATITIS—A CHALLENGING HEALTH PROBLEM 


The Surveillance of Hepatitis in the United States, 1951-1961. Alexander D. 
Langmuir, M.D. 


Raw Oysters and Hepatitis—The Pascagoula Outbreak. James O. Mason, M.D., 
and Wilbert R. McLean, M.Sc. 


Discussant: Archie L. Gray, M.D. 


(Cont.)} 
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Raw Clams and Hepatitis—The Raritan Bay Epidemic. Donald A. Henderson, 
M.D.; William J. Dougherty, M.D.; Ronald Altman, M.D.; and Richard J. 
Russo, M.Sc. 


Discussant: Roscoe P. Kandle, M.D. 
Shellfish Sanitation in the Control of Hepatitis. Eugene T. Jensen. 
Discussant: Harold H. Haskin, Ph.D. 


Serum Hepatitis in New Jersey—Spread in Medical and Surgical Practice. 
William J. Dougherty, M.D.; Ronald Altman, M.D.; and Richard J. 
Russo, M.Sc. 


Discussant: Roderick Murray, M.D. 
Etiological Studies on Human Hepatitis. /. William McLean, Jr., M.D. 


Discussant: Robert W. McCollum, M.D. 


Engineering and Sanitation, Occupational Health, and 
Statistics Sections, the Conference of Municipal 
Public Health Engineers, and the National 
Association of Sanitarians 


Cobo Hall, Room 2040 
Presiding: Philip J. Dykstra. 


PEOPLE CAUSE ACCIDENTS 

The Phenomenon of Accidents. Albert L. Chapman, M.D. 

The Environment in Accident Causation. Henry C. Steed, Jr.. M.P.H. 
Human Factors in Accident Causation. Robert J. Schreiber, Ph.D. 
Epidemiologic Approach to Accident Prevention. Albert P. Iskrant, M.A. 
Discussion. 


Application Panel: 
Mouth-to-Mouth Resuscitation. Alexander Monto, M.D. 
Why the Furor About Seat Belts? Frank Palmer. 
Some Practical Aspects of Fire. Paul Kearney. 


Responsibility to the Injured. George J. Curry, M.D. 


Discussion. 
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Tuesday, 9:15 A.M. 


Epidemiology Section 
Cobo Hall, Room 2048 


Presiding: Kirk T. Mosley, M.D. 


Antibody Response to Tetanus Toxoid 15 Years After Initial Immunization. 
James R. McCarroll, M.D.: Paul A. Skudder, M.D.; and Irving 
Abrahams, Ph.D. 


Diphtheria: The Prevalence of Inapparent Infection in a Nonepidemic Period. 


John P. Craig, M.D. 


A Study of the Three-Year School Tuberculin Testing Program in Shawnee 
County, Kansas. Otto Ravenholt, M.D. 


Prevalence of Significant Asymptomatic Bacteriuria and Its Association with 
Prematurity. Maureen Henderson, M.D.; George Entwisle, M.D.; and 
Matthew Tayback, M.D. 


Measurement of Background Radioactivity for Epidemiologic Purposes. Ascher 


J. Segall, M.D. 


Hypertension Among Relatives of Hypertensives. Progress Report of a Family 
Study. Francis R. Gearing, M.D.; E. Gurney Clark, M.D.; G. A. Perera, 
M.D.; and Morton D. Schweitzer, Ph.D. 


Mass Screening of Cardiograms. Lee D. Cady, Jr.. M.D.: Max A. Woodbury, 
Ph.D.; Leo J. Tick, Ph.D.; Menard M. Gertler. M.D.: Adrianne Johnston, 
B.S.M.E.; and Joos Schaap. 


Food and Nutrition, Maternal and Child Health, and 
School Health Sections, and the American 
School Health Association 


Cobo Hall, Room 2001 A 
Presiding: William M. Schmidt, M.D. 
HEALTH AND FITNESS OF AMERICAN YOUTH 
Physiologic Aspects of Physical Fitness. James L. Whittenberger, M.D. 
Health and Fitness of Adolescents in the United States. Felix P. Heald, M.D. 
Nutrition in Relation to Health and Fitness. John M. Dorsey. Jr.. M.D. 
The Role of Physical Education in Health and Fitness. Delbert Oberteuffer, Ph.D. 


Panel Discussion. 
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Health Officers and Public Health Nursing Sections 
Cobo Hall, Room 2001 B 
An Administrative Approach to Evaluating Certain Local Health Department 
Programs. Guy V. Rice, M.D., and Hannah D. Mitchell. 
How Effective Is Public Health Nursing? Doris E. Roberts, R.N. 


Panel Discussion: How Do You Charge Y our Batteries? 


Panelists to be announced. 


Laboratory Section 
Cobo Hall, Room 3039 


Presiding: Elaine L. Updyke, Sc.D. 


STAPHYLOCOCCAL PHAGE TYPING 

Introduction: Elaine L. Updyke, Sc.D. 

“Hospital” Staphylococci: Review of 20 Years’ Experience. John E. Blair, Ph.D. 
Approaches to the “Untypable” Problem. Evan T. Bynoe, Ph.D. 


Phage Typing in Surveillance and Control of Staphylococcus Infections in 
a Large Hospital: 10 Years’ Experience. Robert T. Wise, M.D. 


Lysogeny in Staphylococci. Eugene D. Rosenblum, Ph.D. 


Summary. Valerie Hurst, Ph.D. 


Laboratory Section 
Cobo Hall, Room 3040 


Presiding: Wallace W. Sanderson, B.S. 


SYMPOSIUM: WATER AND SEWAGE 
Standards of Water Quality. F. Wellington Gilcreas, B.S. 


Laboratory Studies on the Toxins Produced by Waterblooms of Blue-Green 
Algae. Paul R. Gorham. 


(Cont.) 
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The Natural Cycle of Zine in Water, Silt, and Debris Feeding Organisms. 
Charles E. Renn, Ph.D. 


Mechanisms of Oxidations by Activated Sludge. Gerard A. Rohlich, Ph.D., 
and Lawrence B. Polkowski, Ph.D. 


Further Progress on the Membrane Filter Study. A Method for E. coli Type I 
in Water. John E, Delaney, M.S.; Rosario J. Grasso; and Joseph A. 
McCarthy. 


Medical Care Section and the Canadian Public Health 
Association Medical Care Section 


Cobo Hall, Room 2043 
Presiding: Frederick D. Mott, M.D., and E. H. Lossing, M.D. 


SYMPOSIUM: HOSPITAL CARE INSURANCE IN CANADA— 
EXPERIENCE, PROBLEMS, LESSONS 


Keynote Speaker: F. Burns Roth, M.D. 

The Medical Profession’s Viewpoint. A. D. Kelly, M.B. 

Provincial Variations in Methods of Financing. John E. Sparks. 

Hospital Utilization and Hospital Resource Planning. John B. Neilson, M.D. 


The Hospital's Viewpoint. Stanley W. Martin. 


Mental Health Section 
Cobo Hall, Room 3037 


WORKSHOP: PROBLEMS OF METHOD IN EPIDEMIOLOGIC 
STUDIES OF MENTAL DISORDERS. PART II 
The Midtown Study of Treated and Untreated Mental Disorders. Thomas S. 
Langner, Ph.D. 


Moderator: Rema Lapouse, M.D. 


Panel Participants: 
Eugene |. Burdock, Ph.D. 
Jerome Cornfield, B.S. 
Jack Elinson, Ph.D. 
Brian MacMahon, M.D. 
Alan D. Miller, M.D. 
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Mental Health Section 
Cobo Hall, Room 3043 


HOW SHOULD OUR STATE HOSPITALS PLAN FOR MORE 
EFFECTIVE SERVICES? 
Moderator: C. A. Roberts, M.D. 


The Clarinda Plan: An Ecological Approach to Hospital Organization. 
Leonardo B. Garcia, M.D. 


The Topeka State Hospital Plan: A Decentralized Approach to Hospital 
Organization. Alfred P. Bay, M.D. 


Panel Participants: 
Vewton Bigelow. M.D. 
James H. Graves, M.D. 
Robert T. Hewitt. M.D. 
Robert S. McKnight, M.D. 


Tuesday, 12:00 Noon 


*Association of Reserve Officers of the 
U. S. Public Health Service 


Luncheon Session, Sheraton-Cadillac Hotel, Normandie Room 


*Engineering and Sanitation Section 
Luncheon Session, Cobo Hall, Room 3136 


Presiding: Paul W. Purdom, P.E., Chairman. 


Rolie of the Engineering and Sanitation Section in the American Public Health 


Association. John D. Porterfield, M.D. 


Business Session. 


*Epidemiology Section 
Luncheon Session, Pick-Fort Shelby Hotel, Shelby Room 


* Tickets will be on sale at the Registration Desk. 
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Tuesday, 12:00 Noon 


*Food and Nutrition Section 
Luncheon Session, Cobo Hall, Room 3045 


*Laboratory Section 
Luncheon Session, Pick-Fort Shelby Hotel, Crystal Ballroom 


Presiding: William G. Walter, Ph.D., Chairman. 
Introduction of Officers. 
Presentation of the Laboratory Section Award. 


The Role of the Laboratory Section in APHA Activities. Berwyn F. 
Mattison, M.D. 


*Maternal and Child Health Section 
Luncheon Session, Cobo Hall, Room 3044 


*Mental Health Section 


Luncheon Session, Cobo Hall, Room 3137 


Presiding: Rema Lapouse, M.D., Chairman. 


*Occupational Health Section 


Luncheon Session, Sheraton-Cadillac Hotel, Reception Room 


*Public Health Education Section 
Luncheon Session, Cobo Hall, Room 3184 


Presiding: Theron H. Butterworth, Ph.D., Chairman. 


Luncheon Speaker: VW. W. Bauer, M.D. 


* Tickets will be on sale at the Registration Desk. 
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*Public Health Nursing Section 
Luncheon Session, Sheraton-Cadillac Hotel, Crystal Room 


Presiding: Anne Burns, R.N., Chairman. 


Guest of Honor: Marion W. Sheahan, R.N., President, American Public 
Health Association. 


Tuesday, 2:15 P.M. 


Dental Health, Health Officers, and 
Medical Care Sections 


Cobo Hall, Room 3037 
Presiding: George A. Silver, M.D. 
STANDARDS FOR GOOD MEDICAL CARE FOR THE AGING 


Administration Proposals for Government Action. Leslie W. Knott, M.D. 


The Medical Profession Views the Problem of Standards. Alexander H 


Hirschfeld, M.D. 


A State Program for the Development of Standards. V. L. Ellicott, M.D. 


* Tickets will be on sale at the Registration Desk. 
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Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, and the 
National Association of Sanitarians 


Cobo Hall, Room 3039 
Presiding: Wesley E. Gilbertson, P.E. 


NEW TECHNICAL DEVELOPMENTS IN ENVIRONMENTAL HEALTH 


Environmental Problems in Coin-Operated Dry Cleaning Machines. Bernard 


Bloomfield. 


Approaches to Correction of Radiation Hazards Associated with X-ray 
Machines. Joseph Dennis, M.S.S.E. 


Experiences with Local Radiation Incidents. William G. Fredrick, Sc.D. 

Use of Welded and Fused Milk Pipe Lines. Karl R. Fowler. 

Environmental Aspects of Histoplasmosis. Michael L. Furcolow, M.D. 
Engineering on Hospital Ship “Hope.” Donald L. Snow, M.S. 

Robot Monitoring of Streams. Edward J. Cleary, C.E. 

Mental Hygiene Implications of Environmental Sanitation. Mabel Ross, M.D. 
Possible Role of Environment in Cancer. William W. Payne, Sc.D. 


Family Factors Affecting Household Water Consumption. Dorothy F. Dunn., 
M.S.P.H. 


Sanitation Inspection and the Law. Sidney Edelman, LL.B. 


Epidemiology Section 
Cobo Hall, Room 3036 


Presiding: William E. Bunney, Ph.D. 


MULTIPLE ANTIGENS 


History of the Antigen Committees. Vladimir K. Volk, M.D.; William E. 
Bunney, Ph.D.; Pearl Kendrick, Sc.D.; and Franklin H. Top, M.D. 


Problems and Implications in the Use of Multiple Antigens. Franklin H. 


Top, M.D. 
Canadian Experience with Multiple Antigens. Robert J. Wilson, M.D. 


(Cont.) 
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The Antigenic Response to a Booster Injection of a Multiple Antigen Prepara- 
tion Containing Diphtheria Toxoid and Tetanus Toxoid Given Seven 
Years or More After Primary Immunization. Vladimir K. Volk, M.D.:; 
Russell Y. Gottshall, Ph.D.; Harland D. Anderson, Ph.D.; Franklin H. 
Top, M.D.; William E. Bunney, Ph.D.; and Robert E. Serfling, Ph.D. 

Serological Response of Infants to Multiple Immunization. Gordon C. Brown, 
Se.D.; Vladimir K. Volk, M.D.; Harland D. Anderson, Ph.D.; Russell Y. 
Gottshall, Ph.D.; and Pearl Kendrick, Sc.D. 

Evaluation of a DPT-Polio Vaccine for Immunization of Infants and Preschool 
Children. C. Dale Barrett, Jr.. M.D., and Charles F. Weiss. M.D. 


Significance of the Loss of Potency in the Pertussis Component of Multiple 
Antigens. Geoffrey Edsall, M.D.; James A. McComb, D.V.M.; and Leslie 
H. Wetterlow, B.Sc. 


Discussion Leader: Pearl L. Kendrick, Sc.D. 


Discussants: 
Johannes Ipsen, Jr., M.D. 
Roderick Murray, M.D. 


Epidemiology and Laboratory Sections, and the 
Conference of Public Health Veterinarians 


Cobo Hall, Room 2043 
Presiding: Walsh McDermott, M.D. 


COMMUNITY ASPECTS OF STAPHYLOCOCCAL DISEASE 
History, Epidemiology, and Control of Staphylococcal Disease in Seattle. 


Reimert T. Ravenholt, M.D. 


Animal Staphylococcal Infections and Their Public Health Significance. 
Robert Courter, DV.M.:; Raymond D. Zinn, DV.M.; and Mildred M. 
Galton, M.S. 

Epidemiology and Treatment of Chronic Staphylococcal Infections in the 
Household. Andre J. Nahmias, M.D.; Mark H, Lepper, M.D.; and 
Valerie Hurst, Ph.D. 

Community Staphylococcal Infection—Relationship to the Hospital Problem. 
Winslow J. Bashe, Jr.. M.D.; Adah L. Miller, R.N.: and Frederick H. 
Wentworth, M.D. 


Panel Discussion. 


Moderator: Walsh McDermott, M.D. 
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Food and Nutrition Section 
Cobo Hall, Room 3042 


Presiding: Horace L. Sipple, Ph.D. 


WHY WE HAVE A SAFE AND WHOLESOME FOOD SUPPLY 


NIH Aetivities Aiding Maintenance of Our Safe Food Supply. Paul R. 
Cannon, M.D. 


The Role of the FDA in Safeguarding Our Food Supply. Kenneth L. 
Milstead, Ph.D. 


Current Activities of the Food Protection Committee of the NRC Food and 
Nutrition Board. Paul E. Johnson, Ph.D. 


Industry's Contribution to the Maintenance of a Safe Food Supply. F. N. 
Peters, Ph.D. 


Laboratory Section 
Cobo Hall, Room 3035 


Presiding: Arnold E. Greenberg, S.M. 


SYMPOSIUM: MEMBRANE FILTER TECHNICS 
The Membrane Filter Technic in Water Bacteriology. Harold F. Clark, M.A. 


The Membrane Filter Technic in Water Bacteriology. Joseph A. McCarthy. 


Other speakers to be announced. 


Maternal and Child Health Section 
Cobo Hall, Room 3038 


Presiding: Samuel M. Wishik, M.D. 


A COLLOQUY: A BROADENED SPECTRUM OF HEALTH AND 
MORBIDITY—WHAT DOES THIS MEAN IN MATERNAL AND 
CHILD HEALTH? 


(A discussion of maternal and child health implications of the Technical 
Development Board Report, published in the American Journal of Public 
Health, February, 1961, pages 287-291. It is hoped that persons planning 
to attend will re-read the report in advance, and will feel free in informal dis- 
cussion to describe their experience or express ideas for new directions or 


technics. The meeting is open to all, whether to participate or to listen.) 
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How Might a Broadened Kind of Case-Finding Be Developed in Maternal 
and Child Health Programs? 


Discussant : Virginia Insley, M.S. 


How Might Special Attention Be Given to the Problems of Mothers and 
Children Exposed to Known Stressful Factors? 


Discussant: Edward A. Mason, M.D. 


How Might Appropriate Attention Be Given to Individual Differences Among 
Children Within the “Normal Range”? 


Discussant: Kenneth D. Rogers, M.D. 


What Can Be Done About Looking at or Collecting Information on Subtle, 
Long-Term Influences That May Have Late Effects on Health of Women 


and Children? 
Discussant: Leo Weaver, B.C.E. 


Business Session. Madelene M. Donnelly, M.D., Presiding. 


Mental Health and School Health Sections, and 
the American School Health Association 


Cobo Hall, Room 2048 


MENTAL HEALTH SERVICES IN THE SCHOOLS 
Mental Health Specialists Available to Schools. William G. Hollister, M.D. 


The School Nurse as a Mental Health Worker. Warren T. Vaughan, Jr.. M.D. 
The Teacher's Contribution to Mental Health. Edward D. Greenwood, M.D. 


Reactor Panel: 
Irma B. Fricke, R.N. 
Harriett B. Randall, M.D. 


4:30 P.M. Mental Health Section Business Session. 
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Occupational Health Section 
Cobo Hall, Room 3043 


Presiding: Fred R. Ingram, P.E., Chairman. 
OCCUPATIONAL HEALTH SERVICES IMPROVE COMMUNITY 


HEALTH 
Moderator: William L. Wilson, M.D. 


Introduction and Summary of the 1961 National Health Council Study. Jan 
Lieben, M.D. 


A Management Appraisal. (Speaker to be announced.) 


Preventive Medical Maintenance of Adult Health 
Pharmacologic: Application Through Occupational Medicine. Charles P. 
Giel, M.D., and Irving R. Tabershaw, M.D. 
Biological: County-Wide Tetanus Immunization of an Industrial Popu- 
lation. Richard S. Stephens, M.D. 
Diagnostic: Contributions of the Public Health Laboratory in the Diagnosis 
and Treatment of Occupational Diseases. Colonel 4dam Rapalski, 


MC, USA. 


The Role of the Whole Community. James H. Sterner. M.D. 


Public Health Education Section 
Cobo Hall, Room 2040 


Presiding: Theron H. Butterworth, Ph.D., Chairman. 


THE WHO IN HEALTH EDUCATION 
Moderator: Donald A. Dukelow, M.D. 
Physician: Guy Magness, M.D. 
Nurse: E. Barbara Stocking, M.P.H. 
Public Health Educator: Norbert Reinstein, M.P.H. 


Group Discussion Leaders: 


Ralph H. Boatman, Ph.D. William J. Hixon, M.P.H. 
Ida Brugnetti, M.P.H. Otto Kuscher, Jr., M.P.H. 
Philip J. Dykstra. Charlotte Leach, M.S.P.H. 
Irene Fahey, M.P.H. Mabel Rugen, Ph.D. 
Wallace C. Fulton, M.P.H. Catherine Vavra, M.P.H. 
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Public Heaith Nursing Section 
Sheraton-Cadillac Hotel, Crystal Room 


Presiding: Anne Burns, R.N., Chairman. 

PUBLIC HEALTH NURSING IN THE APHA 

Section Business. 

Committee Reports. 

Discussion of the Role of Public Health Nursing in the APHA. 


Election of Officers. 


Statistics Section 
Cobo Hall, Room 3040 


Presiding: Leland E. Aase, M.P.Il. 


NONRESPONSE BIAS AND GENERALIZED METHODS 
FOR HEALTH STATISTICS 


An Investigation of Follow-up Nonresponse Bias in Selected Medical Research 


Studies. Mardelle L. Reynolds, A.B.; Helen E. Scott; and Hugh H. Rimer. 
A Progress Report on the Master Sample Survey. Jack Elinson, Ph.D. 


Exploration of Methods to Secure Continuous Morbidity Data at the State 
Level. William F. Stewart, M.S. 


Epidemiological Evaluation of the Atomic Bombing Casualty Commission 
Autopsies in Hiroshima. Robert S. Stone, M.D., and Paul S. Anderson, 


PhD. 


Tuesday, 5:30 P.M. 


Association of Business Management in Public Health 
Social Hour, 5:30-7:00 P.M., Sheraton-Cadillac Hotel, ABMPH Suite 
Open House for All ABMPH Members 


Laboratory Section 
Social Hour, 5:30-7:00 P.M., Statler-Hilton Hotel, Wayne Room 


VOL. 51, NO. 9, A.J.P.H. 


| 


PRELIMINARY PROGRAM 


Tuesday, 5:30 P.M. 


*Mental Health Section 
Social Hour, 5:30-7:00 P.M., Statler-Hilton Hotel, Bagley Room 


*Public Health Education and School Health Sections, the 
American Association of Health, Physical Education, 
and Recreation, the Conference of State and 
Territorial Directors of Public Health 
Education, and the Society of 
Public Health Educators 


Social Hour, 5:30-7:00 P.M., Penthouse, Veterans Memorial 
Building, 151 W. Jefferson 


Tuesday, 5:30 P. M. and 6:30 P.M. 


The Developing Nations and Their New Frontiers 
5:30 P.M., Social Hour, Sheraton-Cadillac Hotel, Founders Room 
Sponsored by the National Citizens Committee for the World Health 
Organization for All Attending the Dinner Session 
*6:30 P.M., Dinner Session, Sheraton-Cadillac Hotel, Crystal Room 


Sponsored by the American Public Health Association, the National 
Citizens Committee for the World Health Organization, and the 
National Tuberculosis Association 


Presiding: Harold S. Diehl, M.D., Vice-President, National Citizens Committee 
for the World Health Organization. 


Address. (Speaker to be announced. ) 


Everyone Invited 


* Tickets will be on sale at the Registration Desk. 


SEPTEMBER, 1961 1397 


i 
= 


Tuesday, 6:30 P.M. 


*Conference of Health Economists 
Dinner Session, Pick-Fort Shelby Hotel, Fort Room 


Presiding: George G. Reader, M.D. 


Panel Discussion: Health Care in a Metropolitan Setting 


Panel Participants: 


Harold W. Guthrie. Frederick D. Mott, M.D. 
William Hellmuth. Selma J. Mushkin, Ph.D. 
Herbert E. Klarman. Harvey Perloff, Ph.D. 


Tuesday, 8:30 P.M. 


First General Session 
Sheraton-Cadillac Hotel, Grand Ballroom 


Presiding: Marion W. Sheahan, R.N., President, American Public Health 


Association. 


Addresses of Welcome: 
Henry F. Vaughan, Dr.P.H., Chairman Emeritus, Detroit Local Committee. 
Albert E. Heustis, M.D., Commissioner of Health, Michigan Department 


of Health. 
Joseph G. Molner, M.D., Commissioner of Health, Detroit. 


Presidential Address. Marion W. Sheahan, R.N. 
Delta Omega Lecture. Luther L. Terry, M.D. 


Presentation of the Sedgwick Memorial Medal. 


Wednesday, 7:45 A.M. 


*Association of the Alumni of the Columbia University 
School of Public Health and Administrative Medicine 


Breakfast Session, Pick-Fort Shelby Hotel, Sky Room 


* Tickets will be on sale at the Registration Desk. 
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Wednesday, 7:45 A.M. 


*Johns Hopkins University Alumni 
Breakfast Session, Sheraton-Cadillac Hotel, English Room 


*Tulane University Alumni 
Breakfast Session, Statler-Hilton Hotel, Parlor F 


*University of Toronto School of Hygiene Alumni 
Breakfast Session, Statler-Hilton Hotel, English Room 


Wednesday, 9:15 A.M. { 


Dental Health, Engineering and Sanitation, and 
Occunational Health Sections 
Cobo Hall, Room 2040 


RADIOLOGICAL HYGIENE 
Radiation Control in Great Britain. F. W. Spiers, Ph.D. 


The Radiation Program of the Division of Radiological Health, U. S. Public 
Health Service. Francis J. Weber, M.D. 


The Elimination of Unnecessary Exposure in Medical Diagnosis and Industrial 
Radiography. Hanson Blatz, P.E. 


Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, the Conference 
of State Sanitary Engineers, and the National 
Association of Sanitarians 


Cobo Hall, Room 2043 
Presiding: Clarence W. Klassen, P.E. 


SWIMMING POOLS—PUBLIC AND PRIVATE, POTENTIALS 
AND PROBLEMS 


The Potential in the Swimming Pool Industry. William O. Baker. 
(Cont.) 


* Tickets will be on sale at the Registration Desk. ‘ 


SEPTEMBER, 1961 1399 


Wednesday, 9:15 A.M. 


Continued from preceding page. 
Standards for Public Pools. Malcolm C. Hope, M.P.H. 
Evaluation of Current Disinfection Processes. Eric W. Mood, M.P.H. 


Mouth and Nose Contaminants in Swimming Pool Water. Walter L. Mall- 
mann, Ph.D. 


Swimming Pool Safety. Walter A. Lyon, P.E. 


Private Pool Problems. Alexander H. Zimmerman. 


Epidemiology Section 
Cobo Hall, Room 3038 


Presiding: Brian MacMahon, M.D. 


DEVELOPMENTS IN EPIDEMIOLOGIC METHODS 


Use of Incidence and Prevalence in the Study of Disease Development in a 


Population. John E. Dunn, M.D. 
A Method for the Epidemiologic Study of Remittent Disease. Sidney Cobb, M.D. 
Discussant: George B. Hutchison, M.D. 
Sequential Sampling in Epidemiology. Lillian Elveback, Ph.D. 


Effects of Errors in Classification and Diagnosis in Various Types of Epidemio- 
logic Studies. Earl L. Diamond, Ph.D., and Abraham M. Lilienfeld. M.D. 


Laboratory Section 
Cobo Hall, Room 3037 


Presiding: Gail M. Dack, M.D. 


SYMPOSIUM: MICROBIOLOGICAL STANDARDS FOR FOODS 
Microbiological Standards as Applied to Milk. Floyd R. Smith, Ph.D. 


The Food Processor’s Use of Microbiological Standards in the Control of 
Safety and Quality. John H. Silliker, Ph.D. 


The Application of Administrative Standards. Abraham E. Abrahamson, Ph.C. 


The Current Status of Microbiological Food Standards. Keith H. Lewis, Ph.D. 


VOL. 51, NO. 9, A.J.P.H. 


PRELIMINARY PROGRAM 


Wednesday, 9:15 A.M. 


Maternal and Child Health Section 
Cobo Hall, Room 2048 


Presiding: Madelene M. Donnelly, M.D., Chairman. 


REPORTS OF SOME STUDIES IN MATERNAL AND CHILD HEALTH 


The Interrelationships of Organizational, Patient, and Staff Needs in an 
Obstetrical Clinic Setting. Richard H. Schlesinger, M.P.H.; Clarence D. 
Davis, M.D.; and Sewall O. Milliken, M.P.H. 


The Feasibility of Physically Combining in a Single Hospital Service Obstetric 
and Gynecologic Patients—Summary of a Pilot Study Made at Hunterdon, 
N. J., Medical Center. Herman W. Rannels, M.D. 


Quality Control of Maternal and Newborn Care in Topeka, Kansas. Otto 
Ravenholt, M.D., and Alice Jensen, R.N. 


An Inventory of Contraceptive Methods Adapted to Public Health Populations. 
Mary Steichen Calderone, M.D. 


A Study of Young, Unmarried Mothers. Nina Bleiberg, M.D.; Harold 
Jacobziner, M.D.; Herbert Rich, M.A.; and Roland Merchant, M.A. 


Content and Methods of Health Supervision Used by Physicians in Child 
Health Conferences in Baltimore, 1959. Oscar C. Stine, M.D. 


Evaluation of a DPT-Polio Vaccine for Immunization of Infants and Preschool 


Children. C. Dale Barrett, Jr.. M.D., and Charles F. Weiss, M.D. 


Problems in Determining the Incidence and Prevalence of Cystic Fibrosis. 
Elizabeth R. Kramm, M.P.H.; Marian M. Crane, M.D.; Monroe G. Sirken, 
Ph.D.; and Morton L. Brown, B.A. 


Five Years’ Experience with the Minnesota Regional Cardiac Program, 


1955-1960. Mildred A. Norval, M.D. 


Medical Care Section 
Cobo Hall, Room 3184 


Presiding: George G. Reader, M.D. 
Public Images of Disease. Gene N. Levine, Ph.D. 
Social Class and Medical Care. John A. Ross, Ph.D. 


Patterns of Medical Care. Margaret C. Klem. 


A Multiphasic Health Program—A Supplement to Health and Welfare Plans. 
Goldie Krantz, M.P.H. 
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Wednesday, 9:15 A.M. 


Mental Health Section 
Cobo Hall, Room 3035 


Presiding: Roger William Howell, M.D. 


SOCIAL HEALTH PROBLEMS OF ADOLESCENCE 


Teenagers and Venereal Disease: A Sociological Study of 600 Teenagers in 
New York City Social Hygiene Clinics. Celia S. Deschin, Ph.D. 


A Public Health Approach to Delinquency Control Based on Characteristics 
of a Juvenile Court Population. Bellenden R. Hutcheson, M.D.; Jacob 1. 
Hurwitz, Ph.D.; Saul Cooper, M.A.; and Elizabeth Kaiser. 


Mental Health Section and the American 
Orthopsychiatric Association 


Cobo Hall, Room 3036 


CURRENT LEGISLATIVE TRENDS AFFECTING MENTAL HEALTH 
PROGRAMS 


Moderator: Marvin E. Perkins, M.D. 


Patterns of Fiscal Support for Psychiatric Programs on Federal, State, and 
Local Levels. Elias J. Marsh, M.D. 


Trends in Legislation Affecting Patient Care. Ruth Roemer. 
Public Response to Mental Health Legislation. Viola W. Bernard, M.D. 


Discussant: Hyman Forstenzer, M.S. 


Public Health Nursing Section 
Cobo Hall, Room 2001 A 


Presiding: Anne Burns, R.N., Chairman. 


PUBLIC HEALTH NURSES LOOK AT THEMSELVES AT WORK 
Moderator: Jane Wilcox, Sc.D. 
Essentials of Public Health Field Experience. Ann C. Hansen, M.P.H. 


A Method for Appraising Family Nursing Needs: A Report of an Adminis- 
trative Trial. Ruth Freeman, Ed.D., and Marie L. Lowe, R.N. 


Study of Nursing Needs of the Elderly Chronically Ill. Doris Schwartz, R.N.; 
Mamie Wang: and Leonard Zeitz. 
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Wednesday, 9:15 A.M. 


School Health Section 
Cobo Hall, Room 3039 


Presiding: Florence L. Fogle. R.N., Chairman. 

Business Session. 

Secretary's Report. Marian V. Hamburg, Ed.D. 

Membership Committee. Dorothy M. LaSalle, Ed.D. 

Resolutions Committee. Patricia J. Hill, M.P.H. 

Newsletter Committee. Margaret J. M. Greenslade, H.S.D. 

Committee on Professional Preparation. H. Frederick Kilander, Ph.D. 


Subcommittee on Health Practice Indices, Second National Conference on 
Evaluation. Wesley P. Cushman, Ed.D. 


Nominations Committee. John H. Shaw, Ed.D. 
Election of Officers. 


A Forward Look at the school Health Section. (An open meeting of the Study 
Committee.) C. Adele Brown, M.D., Presiding. 


Discussion. 


Statistics Section 
Cobo Hall, Room 3040 


Presiding: H. Bradley Wells, Ph.D. 


NEW TECHNICS IN PUBLIC HEALTH STATISTICS 


Bayesian Decision Theory in Medical Research: A Simple Application. 
Stanley S. Schor, Ph.D. 


Discussant: Roy R. Kuebler, Jr., Ph.D. 


Determination of the Fraction of the Last Year of Life and Its Variation by 
Age, Race, and Sex. Chin Long Chiang, Ph.D.; F. Norris, M.A.;: 
Florence E. Olson, A.B.; Paul W. Shipley; and H. E. Supplee. 


Discussant: J. O. Irwin, Sc.D. 


Problems in Analysis of Cohort Data to Relate Antecedent Factor Levels and 
Disease Reactions. Antonio Ciocco, D.Sc., and Donovan J. Thompson, 


PhD. 


Discussant: Earl L. Diamond, Ph.D. 


SEPTEMBER, 1961 1403 


— 


1404 


Wednesday, 12:00 Noon 


*Conference of State Sanitary Engineers 
Luncheon Session, Cobo Hall, Room 3137 


*Dental Health Section 
Luncheon Session, Sheraton-Cadillac Hotel, Washington Room 


Presiding: Wesley O. Young, D.M.D., Chairman. 


Speaker to be announced. 


*Group Health Association of America 
Luncheon Session, Statler-Hilton Hotel, Bagley Room 


Presiding: Caldwell B. Esselstyn, M.D., President. 


*National Citizens Committee for the 
World Health Organization 


Luncheon Session, Sheraton-Cadillac Hotel, Grand Ballroom 


Presiding: Hazel Corbin, R.N., Vice-President. National Citizens Committee 
for the World Health Organization. 
Address: Luther L. Terry, M.D. 


Everyone Invited 


*Public Health Cancer Association of America 
Luncheon Session, Cobo Hall, Room 3136 


Presiding: Eugene G. Miller, M.D., President. 


CANCER OF THE BREAST 


Six Years’ Experience with Mammography in a Tumor Institution. Robert L. 
Egan, M.D. 


Discussants : 
Paul R. Gerhardt, M.D. 
John P. Lindsay, M.D. 
Harry M. Nelson, M.D. 


* Tickets will be on sale at the Registration Desk. 
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Wednesday, 12:00 Noon 


*University of California Public Health 
Alumni Association 


Luncheon Session, Sheraton-Cadillac Hotel, Michigan Room 


Wednesday, 2:00 P.M. 


Statistics Section 
Visiting Hours, 2:00-4:00 P.M. 


City Health Department, 400 Woodward A 
Blue Cross-Blue Shield, 441 Jefferson Avenue 


Wednesday, 2:15 P.M. 


Governing Council, American Public Health Association 
Sheraton-Cadillac Hotel, English Room 
Open Meeting. All Members of the Association Are Welcome. 


American School Health Association, and the Public Health 
Nursing and School Health Sections 


Cobo Hall, Room 2001 B 
Presiding: Leland M. Corliss, M.D. 


ACADEMIC PREPARATION OF SCHOOL NURSES 


Report of a Research Project on Academic Preparation of School Nurses. 


Elizabeth C. Stobo, Ed.D. 


Discussants : 
Implications for Nursing Education. Rozella M. Schlotfeldt, Ph.D. 
Implications for the School Nurse Practitioner. Dorothy Tipple, M.P.H. 
Implications for Health Services to Children. Oscar M. Chute, Ed.D. 
Implications for Health Education. Charles Wilson, M.D. 


* Tickets will be on sale at the Registration Desk. 
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American School Health Association, and the Maternal and 
Child Health and School Health Sections 


Cobo Hall, Room 2040 
Presiding: Warren H. Southworth, Dr.P.H. 


NUTRITION IN CHILD HEALTH 
Shared Perceptual Sets and Culture. August Kerber, Ph.D. 


What the Elementary Classroom Teacher Can Learn and Do About Food 
Patterns and Her Students. Betty Wheeler, Dr.P.H. 


Simple Classroom Activities and Demonstrations in Nutrition Education for 
the Elementary Grades. Ethel Patterson, M.A. 


Discussant: Fred V. Hein, Ph.D. 


Association of Business Management in Public Health, and 
the Dental Health and Maternal and Child Health Sections 


Cobo Hall, Room 3037 
THE HEALTH DEPARTMENT AND MEDICAL 
CARE ADMINISTRATION 


The Role of Public Health in the Provision of Medical Services. William H. 
Stewart, M.D. 


Administrative Considerations in a Public Medical Care Program. John C. 


McDougall. 


Coordination Between State Health and Welfare Departments in the Adminis- 
tration of a Medical Care Program. Ira L. Myers, M.D. 


Association of State and Territorial Public Health 
Nursing Directors 


Cobo Hall, Room 3045 


Association of State and Territorial Public Health 
Nutrition Directors 


Cobo Hall, Room 3036 
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Wednesday, 2:15 P.M. 


Association of State and Territorial Public Health 
Nutrition Directors and the Food and 
Nutrition Section 


Cobo Hall, Room 3038 
Presiding: John H. Browe, M.D. 


NUTRITION PRACTICES IN PUBLIC HEALTH WITH EMPHASIS 
ON STUDIES AND RESEARCH 


Reports of Studies: 
State Health Departments. Alice H. Smith, M.S. 
Local Health Departments. Mary Reeves, M.P.H. 


Reports of Nutrition Research in Health Departments 
Eating Patterns Among Migrant Families. Mary Brice Deaver, M.S.P.H. 
Nutrition in the Orthopedic Program. Sophia M. Podgorski, M.S. 
Nutrition and Families of School-Age Children. Grace J. Matthews, M.A. 


Nutrition and Other Characteristics of the Cardiovascular Health Center 
Population. John H. Browe, M.D.; Norman C. Allaway; and M. 
Constance McCarthy, M.P.H. 


Conference for Health Council Work 
Cobo Hall, Room 3043 


Presiding: Sewall OQ. Milliken, M.P.H. 


COMMUNITY HEALTH SERVICES PLANNING 


The Community Health Services Project of the National Commission on 
Community Health Services. T. Lefoy Richman, M.A. 


Discussion. 


Problems of Community Health Planning. Walter Wenkert, M.P.H. 


Business Session. 
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Conference of Municipal Public Health Engineers 
Cobo Hall, Room 3044 


THE ENVIRONMENT OF MAN 
The Physical Environment. H. Clifford Mitchell. 


The Social Environment. Gertrude Woodruff, Ph.D. 
The Political Environment. Robert J. Mowitz, Ph.D. 
The Total Environment. Henry F. Vaughan, Dr.P.H. 
Summary: J. M. S. Hutchinson. 


Discussants. 


Conference for Public Health Training 
Cobo Hall, Room 3042 


Epidemiology and Health Officers Sections, the 
Association of Teachers of Preventive 
Medicine, and the Conference of 
Public Health Veterinarians 


Cobo Hall, Room 2001 A 
Presiding: Fred L. Soper, M.D. 


ERADICATION AS AN EPIDEMIOLOGIC CONCEPT 

Introductory Remarks. Fred L. Soper, M.D. 

The Philosophy of Eradication. Justin M. Andrews, Sc.D. 

Eradication of Aedes egypti in Relation to Yellow Fever. Fred L. Soper, M.D. 
Malaria Eradication in the United States. Louis L. Williams, M.D. 
Eradication of Zoonoses. James H. Steele, D.V.M. 

Screwworm Eradication in Florida. R. S. Sharman. 

Lessons to Be Learned from Failures to Eradicate. J. Austin Kerr. M.D. 
The World Future for Eradication. Thomas A. Cockburn, M.D. 
Discussant: Anthony M.-M. Payne, M.D. 
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Wednesday, 2:15 P.M. 


Group Health Association of America and the 
Medical Care Section 


Cobo Hall, Room 2048 
Presiding: Lorin E. Kerr, M.D. 


REGIONALIZATION OF AMBULATORY MEDICAL CARE— 
HOW TO DO IT 


Medical Problems. Caldwell B. Esselstyn, M.D. 
Administrative Problems. Harold J. Mayers. 


Consumer Problems. Leon D. Richeson. 


National Association of Sanitarians and the 
Engineering and Sanitation Section 


Cobo Hall, Room 3039 
Presiding: Lt. Colonel V. Harry Adrounie, USAF (MSC). 


HORIZONS IN THE ENVIRONMENT 
Panel Discussion: The Hospital Envir t 


Moderator: LaRue Miller, M.P.H. 


Panel Participants: 
Arthur Alm. 
Velvl William Greene, Ph.D. 
Vinson R. Oviatt, M.P.H. 


Meeting Migrant Labor Health Problems in a Rural Community. John R. 
Fleming, M.P.H. 


The Approval of Sanitizers. Sam Stephenson. 
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Wednesday, 2:15 P.M. 


National Association of Social Workers and the 
Mental Health Section 


Cobo Hall, Room 3040 
Presiding: Dorothea L. Dolan, M.S.W. 
SOCIAL WORK FUNCTIONS IN FOUR ASPECTS OF MENTAL 
HEALTH PROGRAMS 
Moderator: Charles Triller, M.S.W. 


Aftercare—Not an Afterthought. Anne McCuen, M.S., and Charles D. 
Rufenacht, M.S. 


A Special Clinic Service for Mentally Retarded Children and Their Families. 
William F. Bartelt, M.D., and Ruth Williams, P.S.W. 


One Small Community's Attempt to Provide Mental Health Facilities. Walter 
R. Conner, M.S.W. 


Preadmissions and Admission Services at Cleveland Psychiatric Institute and 
Hospital: A Nine Year Evaluation. Esther O. Wagner, M.S.W. 


National Citizens Committee for the World 
Health Organization 


Sheraton-Cadillac Hotel, Grand Ballroom 
Presiding: Leroy E. Burney, M.D. 


FORUM—HEALTH AND NATIONAL DEVELOPMENT 
Panel Participants: 

South East Asia. Willard H. Boynton, M.D. 

Africa. (Speaker to be announced.) 

Middle East. (Speaker to be announced.) 

Latin America. (Speaker to be announced. ) 


Panel Commentators: 
Robert M. Stecher, M.D. 
Myron E. Wegman, M.D. 


Everyone Invited 
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Wednesday, 2:15 P.M. 


Public Health Cancer Association of America 
Cobo Hall, Room 2043 


Presiding: Eugene G. Miller, M.D., President 


RECENT DEVELOPMENTS IN CANCER CONTROL 
Ninety Second Reports from 20 Public Health Cancer Professionals. 


Questions and Answers. 


Public Health Education Section and Conference of 
State Sanitary Engineers 


Cobo Hall, Room 3184 
Presiding: Theron H. Butterworth, Ph.D. 


TOTAL SOCIAL PLANNING AS A PART OF URBAN RENEWAL 


Wednesday, 5:30 P.M. 


*Food and Nutrition Section 
Social Hour, 5:30-7:00 P. M., Pick-Fort Shelby Hotel, Sky Room 


*Harvard Public Health Alumni Association 


Social Hour (Cash Bar), Followed by Dinner and Evening Session— 
6:30 P. M., Sheraton-Cadillac Hotel, Grand Ballroom 


Medical Care Section and the Group Health 
Association of America 


Social Hour, 5:30-7:00 P.M., Sheraton-Cadillac Hotel, Crystal Room 
Hosts: Community Health Association of Detroit, Metropolitan Hospital 
and Clinics, and United Auto Workers 
All Members of the Medical Care Section and the GHAA Are Invited 


* Tickets will be on sale at the Registration Desk. 
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Wednesday, 5:30 P.M. 


*University of Michigan Alumni 


Social Hour (Cash Bar), 5:30-6:30 P.M., Bates Room, Followed by 
Dinner at 6:30 P.M., Grand Ballroom, Henrose Hotel 


*University of Minnesota 


Social Hour (Cash Bar), 5:30-6:30 P.M., Sheraton-Cadillac Hotel, 
Washington Room, Followed by Dinner and Evening Session, 
Sheraton-Cadillac Hotel, Boulevard Room 


*University of North Carolina School of 
Public Health Alumni Association 


Social Hour, Pick-Fort Shelby Hotel, Shelby Room 


*University of Pittsburgh Alumni 
Social Hour, Sheraton-Cadillac Hotel, Sheraton Room 


*Yale University Alumni 
Social Hour, Statler-Hilton Hotel, Bagley Room 


Wednesday, 6:30 P.M. 


*American School Health Association 


Annual Banquet and Evening Session, Pick-Fort Shelby Hotel, 
Crystal Ballroom 


Presiding: Leland M. Corliss, M.D., President. 


Presentation of the Howe Award by William E. Ayling, M.D. 

Response by the Recipient. Ruth A. Weaver, M.D. 

Installation of Officers for 1962. 

School in the Sky. Illustrated by colored film. Colonel Richard S. Fixott, USAF. 


Reception to Honor Howe Award Recipient. 


* Tickets will be on sale at the Registration Desk. 
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Wednesday, 6:30 P.M. 


*Conference of Public Health Veterinarians 
Dinner and Evening Session, Sheraton-Cadillac Hotel, Reception Room 


Presiding: Mervyn B. Starnes, DV.M. 


NEWER DEVELOPMENTS IN VETERINARY PUBLIC HEALTH 
Discussants : 

Mastitis Control. Decker, DV.M. 

Air Pollution. David Coffin, D.V.M. 

Cancer Investigations. Richard A. Tjalma, D.V.M. 

Heart Disease. D. K. Detweiler, D.V.M. 

Comparative Radiology. Andrew Wheeler, D.V.M. 

Rabies Immunization. R. D. Bertotti, D.V.M. 


*Military Government-Civil Affairs Public Health Society 
Dinner and Evening Session, Statler-Hilton Hotel, Parlor F 


Wednesday, 8:00 P.M. 


American College of Preventive Medicine 
Sheraton-Cadillac Hotel, Founders Room 


Presiding: John D. Porterfield, M.D., President. 


FIFTH ANNUAL LECTURESHIP ON PREVENTIVE MEDICINE 


(Speaker to be announced.) 


Business Session. 


Conference for Public Health Training 
Pick-Fort Shelby Hotel, Fort Room 


* Tickets will be on sale at the Registration Desk. 
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Epidemiology and Statistics Sections 
Pick-Fort Shelby Hotel, Terrace Room 


Presiding: Alexander G. Gilliam, M.D. 


EPIDEMIOLOGY AND CANCER CAUSATION 
Epidemiological Evidence in Cancer Research, Its Nature and Value. Austin 
Bradford Hill, D.Sc. 


The Philosophy of Cause in Cancer. Morton L. Levin, M.D. 
Cancer Epidemiology in Microbiological Perspective. Robert J. Huebner, M.D. 


Cancer Epidemiology: Implications for Control. Lester Breslow, M.D. 


Laboratory Section 
Statler-Hilton Hotel, Bagley Room 


Presiding: Daniel Widelock, Ph.D. 


LABORATORY ASPECTS OF COLLAGEN DISEASES 
Auto Immunity and Tissue Antibodies in Normal and Disease States. Major 
Louis H. Muschel, MSC, USA. 


Serologic Tests in the Diagnosis of Systemic Lupus. Stanley Lee, M.D. 
Nature and Possible Significance of the Rheumatoid Factor. Edward C. 
Franklin, M.D. 


An Evaluation of Immunological Concepts of Collagen Diseases. Louis Csizmas, 


MD. 


Laboratory Section 
Statler-Hilton Hotel, Ivory Room 


Presiding: Warren Litsky, Ph.D., and Robert Angelotti, Ph.D. 


PANEL DISCUSSION: PROBLEMS ASSOCIATED WITH THE 
MICROBIOLOGY OF SURFACES 
Panel Participants: 
Edward H. Armbruster, M.S. 
Walter L. Mallmann, Ph.D. 
Richard D. O'Neill, Ph.D. 
John L. Wilson, Ph.D. 
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Wednesday, 8:30 P.M. 


Dental Health Section 
Sheraton-Cadillac Hotel, Washington Room 


Presiding: Wesley O. Young, D.M.D., Chairman. 


AN EVENING WITH KEN EASLICK 
Guest of Honor: Kenneth A. Easlick, D.D.S. 


Group Health Association of America and the 
Medical Care Section 


Statler-Hilton Hotel, Wayne Room 


Presiding: Caldwell B. Esselstyn, M.D. 


Subject and Speaker to be announced. 


Thursday, 7:45 A.M. 


*Commissioned Officers Association of the 
United States Public Health Service, Inc. 


Breakfast Session, Statler-Hilton Hotel, Wayne Room 


Thursday, 9:15 A.M. 


American Association for Vital Records and Public 
Health Statistics and the Statistics Section 


Cobo Hall, Room 3184 
Presiding: Margaret F. Shackelford, M.S. 


SELECTED STATISTICAL PROBLEMS OF HEALTH AGENCIES 
“Systems” as Utilized in Local Health Departments. Carl J. Heisser, B.S. 
Use of Mail Questionnaire in Selecting Individuals for Annual Physical 


Examinations. George B. Hutchison, M.D.; Sam Shapiro; and Paul M. 
Densen, D.Sc. 


* Tickets will be on sale at the Registration Desk. 
(Cont.)} 
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Thursday, 9:15 A.M. 


Continued from preceding page. 


Panel Discussion: 
Implications of Race-Color for Vital Statistics, National Implications. Hazel 


V. Aune. 


Race or Color on Vital Records: Why Confidential? Carl L. Erhardt, 
B.B.A. 


Social Implications of Race-Color Designations. Speakers to be announced. 


American College of Preventive Medicine 
Cobo Hall, Room 2048 


Presiding: Oliver K. Niess, M.D., President-Elect. 


American Orthopsychiatric Association and the 
Mental Health Section 
Cobo Hall, Room 3043 


Presiding: Rema Lapouse, M.D. 


THE REPORT OF THE JOINT COMMISSION ON MENTAL ILLNESS 
AND HEALTH 


Moderator: Kenneth Appel, M.D. 

Over-all Recommendations of the Joint Commission. Robert T. Hewitt, M.D. 
Community Resources in Mental Health. Reginald Robinson, Ph.D. 

New Perspectives in Mental Health Care. Warren T. Vaughan, Jr., M.D. 


Legislative and Economic Considerations. Mike Gorman. 


American School Health Association 
Cobo Hall, Room 3038 


Presiding: J. Keogh Rash, Hs.D. 


EFFECTIVENESS OF HEALTH EDUCATION AS MEASURED BY 
RESEARCH CONCERNING MISCONCEPTIONS 
AS RELATED TO HEALTH 


Misconceptions About Health Among the General Public. Mary K. Beyrer, 
Ph.D. 


Misconceptions About Health Among Children. Wilfred C. Sutton, Ed.D. 
Misconceptions About Health Among Teachers. Warren E. Schaller, Hs.D. 
What this Research Means to Teaching. Wallace Ann Wesley, Hs.D. 
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Thursday, 9:15 A.M. 


American School Health Association, and the Maternal 
and Child Health and School Health Sections 


Cobo Hall, Room 2043 
Presiding: Leland M. Corliss, M.D. 


NEWS IN SCHOOL HEALTH 


Live Polio Vaccine. Recent Developments and Recommendations. Alexander 
D. Langmuir, M.D. 


Newer Technics for Mass Immunization of School Children Against Diphtheria, 
Tetanus, and Poliomyelitis. C. Dale Barrett, Jr.. M.D. 


Reactor Discussant: Franklin H. Top, M.D. 


Experience with New Methods of Tuberculin Testing: Vollmer Patch Testing 
with Tween and Triton. William F. Russell, Jr., M.D. 


Mantoux Testing by Hypospray. William J. Dougherty, M.D. 

Reactor Discussant: George W. Comstock, M.D. 

Experiences with Water Fluoridation in Evanston, Ill. J. Roy Blayney, D.D.S. 
Reactor Discussant: James C. Danforth, Jr., M.D. 


Panel Discussion. 


Association of Business Management in Public Health, the 
Conference of Municipal Public Health Engineers, 
and the Engineering and Sanitation, and 
Health Officers Sections 


Cobo Hall, Room 2040 


BIG TOWN, USA—METROPOLITAN HEALTH DEVELOPMENTS 


The Federal Government and Metropolitan Problems. Bernard F. Hillenbrand. 


Metropolitan Planning and Action Within the Existing Framework of Local 
Government. (The Experience of Metropolitan Detroit.) Edward Connor. 


The Public Health Service’s Interest in Urban Planning and Development. 
Wesley E. Gilbertson, M.S.P.H. 


The Organization of Health Services in a Metropolitan Area. (The Experience 
of Metropolitan Miami.) M. Eugene Flipse, M.D. 


SEPTEMBER, 1961 


Thursday, 9:15 A.M. 


Association of State and Territorial Public Health 
Nutrition Directors 


Cobo Hall, Room 3044 


Association of Teachers of Preventive Medicine and 
the Epidemiology Section 


Cobo Hall, Room 2001 A 


Presiding: Ralph S. Paffenbarger, Jr., M.D. 
CORONARY HEART DISEASE: CAUSE AND CONTROL 
Coronary Heart Disease as an Epidemiologic Entity. Thomas R. Dawber, M.D. 


Concerning the Etiology of Coronary Heart Disease. George V. Mann, M.D. 


Risk Factors in Ischemic Heart Disease. Sandra H. Kinch, M.S.; Joseph T. 
Doyle, M.D.: and Herman E. Hilleboe, M.D. 


Status and Plans in the Chemical Control of Coronary Heart Disease. William 
Hollander, M.D. 


Status and Plans in the Dietary Control of Coronary Heart Disease. Jeremiah 
Stamler, M.D. 


Conference for Health Council Work 
Cobo Hall, Room 3045 


Presiding: Walter Wenkert, M.P.H. 


PATIENT CARE PLANNING 


Inpatient Care Planning. Robert Sigmond, M.A. 
Outpatient Care Planning. A. Douglas Kincaid, Jr. 


Discussants: 
Jacques Cousin. 
D. Clare Gates, Dr.P.H. 
Clarence E. Pearson, M.S.P.H. 
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Thursday, 9:15 A.M. 


Conference of Public Health Veterinarians and the 
Epidemiology and Laboratory Sections 


Cobo Hall, Room 2001 B 
Presiding: James H. Steele, D.V.M. 


EPIDEMIOLOGICAL ASPECTS OF ZOONOSES COMMON TO MAN 
AND FARM ANIMALS 


The Increasing Importance of Swine Brucellosis as a Public Health Problem. 
Joe R. Held, DV.M. 


Recent Developments in the Epizootiology of Leptospiroris. Mildred M. 
Galton, M.S. 


Bovine Tuberculosis: Problems in Eradication. Walter L. Mallmann, Ph.D. 
Epidemiological Aspects of Listeriosis. Mitchell L. Gray, Ph.D. 


Salmonella Infections and Animal Health. James H. Steele, D.V.M. 


Michigan Association of Public Health Dentists 
and the Dental Health Section 


Cobo Hall, Room 3036 
Presiding: Wesley O. Young. D.M.D. 


NEW DEVELOPMENTS IN DENTAL PUBLIC HEALTH 


The Public Health Application of Caries Activity Tests 
A Modified Snyder Test. M. E. Jarrett, D.D.S. 
The Lactobacillus Count. Kent T. Roark. 


Programs for Preschool-Age Children 
Direct-Mail Motivation of Parents of Three-Year-Olds. Zachary M. Stadt, 
D.M.D. 
The Riverdale Preschool Dental Project. H.S. Grey, D.D.S. 


National Association of Sanitarians 
Cobo Hall, Room 3042 


Business Session. 
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National Rehabilitation Association and the 
Medical Care Section 


Cobo Hall, Room 3040 
Presiding: E. B. Whitten. 


PUBLIC HEALTH CONCERNS FOR REHABILITATION 
A Symposium: Local Rehabilitation—Public Health Cooperation 
Participants: 
Bernard Bucove, M.D. 
L. M. Farner, M.D. 
C. R. Fargher, M.D. 
E. M. Oliver. 
Donal R. Sparkman, M.D. 
Public Health Concern with Sheltered Workshops. J. Jay Brightman, M.D., 
and Bernard Ferber, M.S. 
Rehabilitation Potential of Patients in Nursing Homes. Jonas N. Muller, 


M.D.; Jerome S. Tobis, M.D.; and Howard R. Kelman, Ph.D. 


National Tuberculosis Association, Tuberculosis Division of 
the Public Health Service, and the Epidemiology, 
Health Officers, Laboratory, Maternal and 
Child Health, Public Health Education, 
and Public Health Nursing Sections 


Cobo Hall, Room 3037 
Presiding: Jumes E. Perkins, M.D., and Edward T. Blomquist, M.D. 


TUBERCULOSIS ERADICATION 


The Present Status of Tuberculosis. /. Jay Brightman, M.D. 


Problems to Be Solved if Eradication of Tuberculosis Is to Be Realized. Fred 
L. Soper, M.D. 


Reactor Panel: 
Moderator: Walsh McDermott, M.D. 
Panel Participants: 
Paul T. Chapman, M.D. 
John E. Egdorf. 
Ruth Freeman, Ed.D. 
Arthur C. Hollister, Jr.. M.D. 
Roscoe P. Kandle, M.D. 
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Thursday, 9:15 A.M. 


U. S. Conference of City Health Officers 
Cobo Hall, Room 3035 


The City in National Health: A Prospective View. Luther L. Terry, M.D. 
The Scope of Tax Expenditures for Urban Medical Care. Nora K. Piore, M.A. 


The Legislative Process in the Development of Public Policy. Robert H. 
Hamlin, M.D. 


Open Meeting 


Thursday, 12:00 Noon 


*Delta Omega 
Luncheon Session, Sheraton-Cadillac Hotel, Boulevard Room 


*Health Officers Section 
Luncheon Session, Pick-Fort Shelby Hotel, Terrace Room 


Presiding: Ellis D. Sox, M.D., Chairman. 


The Role of the Health Officer in Comprehensive Medical Care. Leona 


Baumgartner, M.D. 


A discussion-participation luncheon. Copies of Dr. Baumgartner’s paper 
will be distributed in advance to those making luncheon reservations. The 
paper will be discussed at the separate tables during luncheon and from the 
floor afterward. Dr. Baumgartner will join in the discussion. 


*International Health 
Luncheon Session, Pick-Fort Shelby Hotel, Crystal Ballroom 


Presiding: Frederick J. Brady. M.D. 


Everyone Invited 


* Tickets will be on sale at the Registration Desk. 
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Thursday, 12:00 Noon 


*Medical Care Section 


Luncheon Session, Statler-Hilton Hotel, Wayne Room 


Presiding: Caldwell B. Esselstyn, M.D., Chairman. 


*Statistics Section 
Luncheon Session, Pick-Fort Shelby Hotel, Sky Room 


Presiding: Robert D. Grove, Ph.D., Chairman. 
Guest Speaker: Austin Bradford Hill, D.Sc. 


Committee Reports. 


Thursday, 2:15 P.M. 


Engineering and Sanitation, Laboratory, and Occupational 
Health Sections, the Conference of Municipal Public 
Health Engineers, and the National 
Association of Sanitarians 


Cobo Hall, Room 2048 
Presiding: Herbert J. Dunsmore, P.E. 


APPRAISAL OF AIR POLLUTION PROBLEMS 


Air Pollution Appraisal, Seward and New Florence, Pennsylvania. Roy O. 
McCaldin, Ph.D. 


Comparison of Pulmonary Function and Other Parameters in Two Communities 
with Widely Different Air Pollution Levels. Richard A. Prindle, M.D., 
and Samuel C. Marcus. 


The Nashville Air Pollution Study II: Pulmonary Anthracosis as an Index 
of Air Pollution. Louis D. Zeidberg, M.D., and Richard A. Prindle, M.D. 


The Laboratory Identification of Air-Borne Allergenic Organics. Harold 
Paulus, Ph.D. 


Current Status Report—Air Pollution in Canada. M. Katz, Ph.D. 


* Tickets will be on sale at the Registration Desk. 
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Thursday, 2:15 P.M. 


Engineering and Sanitation, Food and Nutrition, Health 
Officers, and Public Health Nursing Sections 


Cobo Hall, Room 2001 A 
Presiding: Mildred B. McIntyre, R.N. 


CURRENT SERVICES IN NURSING HOMES 
Nursing Services in Nursing Homes. Frances Wolford, R.N. 


Consideration of the Physical Environment in Nursing and Rest Homes. Jon 
E. Malamatinis, M.P.H. 


A New Approach to Appraisal of Dietary Services. Charlotte E. Smith, M.S. 


Discussant: C. Howe Eller, M.D. 


Epidemiology Section 
Cobo Hall, Room 3043 


Presiding: Theodore H. Ingalls, M.D. 


DEFECTIVE FETAL DEVELOPMENT AS AN EPIDEMIOLOGIC 
PROBLEM 


German Measles (1900-1960) and Its Risks for the Fetus. Theodore H. Ingalls, 
M.D. 


Prenatal X-Ray and Childhood Cancer. Brian MacMahon, M.D. 
Field Studies of Selected Malformations. Joan G. Babbott, M.D. 


The New Obstetrical Concern with the Events of Early Pregnancy. Craig 
W. Muckle, M.D. 


Epidemiologic Aspects of Mongolism. Abraham M. Lilienfeld, M.D. 


Epidemiology Section 
Cobo Hall, Room 3039 
Presiding: John P. Fox, M.D. 


VIRAL INFECTIONS 


Live Poliovirus Vaccination in West Berlin. Helmut Kochs, M.D. 


(Cont.) 
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Continued from preceding page. 


Recent Results of Mass Immunization Against Poliomyelitis with Koprowski 
Strains of Attenuated Live Poliovirus. Stanley A. Plotkin, M.D. 


Immunization of Infants with the Sabin Oral Poliovirus Vaccine Following 
Tentatively Recommended Schedules. Alfonso H. Holguin, M.D.; Henry 
M. Gelfand, M.D.; and Joan S. Reeves, R.N. 


Enterovirus Infections During 1960 Among Healthy Young Children in Six 
United States Cities. Henry M. Gelfand, M.D.; Alfonso H. Holguin, 
M.D., and George E. Marchetti, B.S. 


Encephalitis Observations in Northern Ontario. Donald M. McLean, M.D. 


Hepatitis in Alaska: The Report of an Outbreak at Fort Yukon. James E. 
Maynard, M.D. 


Clinical Tests with Tissue Culture Cultivated Human Hepatitis Virus. Joseph 
D. Boggs, M.D.; Charles F. Weiss, M.D.; and I. William McLean, Jr., M.D. 


Laboratory Section 
Cobo Hall, Room 3036 


On the Possible Use of Tissue Culture Methodology for the Bioassay of 
Staphylococcal Enterotoxin. Nicholas A. Milone, M.S. 


The Potential Role of Air-Borne Infection by Brucella in a Packing Plant 
Outbreak. William J. Hausler, Jr.. Ph.D., and Stanley L. Hendricks, 
DVM. 


A Review of Problems Concerned with the Development of Serologic Methods 
for Neisseria gonorrhoeae Identification. VW. E. Deacon, Ph.D., and William 
L. Peacock, B.S. 


Studies to Improve the Efficiency of the Kolmer Test with Reiter Protein 
Antigen. Hilfred N. Bossak, B.S.; Virginia H. Falcone, B.S.; Joseph 
Portnoy, Ph.D.; and Ad Harris. 


The Detection of Chronic Diseases by Means of Serologic Screening Tests. 
Charles M. Carpenter, M.D.; Charles L. Heiskell, M.D.; Herrick J. 
Aldrich, M.D.; and James N. Miller, Ph.D. 


Use of the Lytic Factor in a Screening Method for the Diagnosis and Staging 
of Cancer. Howard E. Lind, Ph.D., and Ellen M. Swanton, B.S. 
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Thursday, 2:15 P.M. 


Laboratory Section 
Cobo Hall, Room 3038 


Presiding: Clark P. Read, Ph.D. 


SYMPOSIUM: PARASITOLOGY 
Helminthic Diseases. Paul C. Beaver, Ph.D. 


Imported Exotic Parasitic Disease. Harry Most, M.D. 
Trichinosis as a World Public Health Problem. Benjamin Schwartz, Ph.D. 


Toxoplasmosis. Leon Jacobs, Ph.D. ‘ 


Laboratory Section 
Cobo Hall, Room 3037 


Presiding: William G. Welter, Ph.D., Chairman. 


SYMPOSIUM: FOOD AND MILK 


The Laboratory Investigation of the Thermal Destruction of Microorganisms 
in Milk and Milk Products. Joseph Tobias, Ph.D. 


Anaerobic Spores in Milk Heated at High Temperatures. Oliver W. Kaufmann, 
PhD. 


Factors Influencing the Survival and Growth of Staphylococcus aureus in the 
Manufacture and Curing of Cheese. James J. Jezeski, Ph.D. 


Microbiological Problems Associated with Radiation Preservation of Foods. 
Lloyd L. Kempe, Ph.D. 


Some Field and Laboratory Observations from a Shellfish Sanitary Survey 
Associated with Hepatitis. Ronald G. Macomber, M.S.S.E. 


Maternal and Child Health Section 
Cobo Hall, Room 3184 


Presiding: Madelene M. Donnelly, M.D., Chairman. 


Regional Programs for Handicapped Children: Michigan’s Program for 
Children with Amputations. Carleton Dean, M.D. 


Discussant: Donald C. Smith, M.D. 
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Medical Care and Public Health Education Sections 
Cobo Hall, Room 2043 


Presiding: Leonard S. Rosenfeld, M.D. 
SYMPOSIUM: RACIAL INTEGRATION IN HEALTH FACILITIES 


AND SERVICES 
Introductory Remarks. Paul B. Cornely, M.D. 


The Detroit Commission on Community Relations. Bishop Richard S. Emrich. 
The Commission Program. Richard V. Marks. 
The Physician’s Viewpoint. Remus G. Robinson, M.D. 
The Hospital Viewpoint. Speaker to be announced. 
The Public Interest. Andrew W. L. Brown. 
The Detroit Experience in the National Perspective. Dietrich C. Reitzes, Ph.D. 


Mental Health Section 
s Cobo Hall, Room 3044 


Presiding: Thomas F. A. Plaut, Ph.D. 
NEW DEVELOPMENTS IN THE ORGANIZATION OF 


MENTAL HEALTH SERVICES 


Regional Organization and Interstate Cooperation in Mental Health Program 
Development. Warren T. Vaughan, Jr.. M.D. 


A Progress Report on the New York City Community Mental Health Board. 
Marvin E. Perkins, M.D. 


Community Organization for Prevention in the Texas Health Department 


Mental Health Program. Charles F. Mitchell, M.S.W. 


Discussants: 
Jesse Pitts, Ph.D. 
Wiljo A. Sarkela, M.S.¥. 
Leon Sternfeld, M.D. 
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Thursday, 2:15 P.M. 


Mental Health Section 
Cobo Hall, Room 3045 


Presiding: Rema Lapouse, M.D., Chairman. 


FOUR NONTRADITIONAL MENTAL HEALTH SERVICES 
Moderator: Mary Burke, R.N. 


Public Opinion About Mental Illnesses and Home Care in an Urban Area. 
Paul V. Lemkau, M.D., and Guido M. Crocetti, B.S. 


Discussant: H. Warren Dunham, Ph.D. 


Alternative Mental Health Services for an Elementary Class of Nonachieving 
Children. James G. Kelly, Ph.D.; Dorothy Boone, R.N.; J. R. Newbrough, 
Ph.D.; and Herbert L. Rooney, M.S.S.W. 


Discussant: William Morse, Ph.D. 


Increased Use of the Family Physician in the Psychiatric Care of Patients in a 
Rural Area. Hans R. Huessy, M.D. 


Discussant: Benjamin Jeffries, M.D. 


A Simplified Approach to the Promotion of Vocational and Community Ad- 
justment in Mental Patients. Sylvan S. Furman, M.A. 


Discussant: Ruth Gilbert, M.A. 


Mental Health and Public Health Nursing Sections 
Cobo Hall, Room 2001 B 


PUBLIC HEALTH NURSING USING PSYCHIATRIC SERVICES 


Counseling in Alcoholism: Another Nursing Frontier. Margaret M. Donahue, 
R.N. 


A Consultation Team in a Visiting Nurse Service. Anne McQuade, R.N., and 
Alvin I. Goldfarb, M.D. 


Referral Systems and Follow-up Care in Rural Areas. M. Kathleen Burwell, 
RN. 
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Public Health Education and School Health Sections 
Cobo Hall, Room 2040 


HUMAN ECOLOGY AND HEALTH, DISEASE, AND LONGEVITY 
Our Modern Concept of Health. Howard S. Hoyman, Ed.D. 


Current Theories of Human Disease. John E. Gordon, M.D. 

Major Factors Affecting Human Longevity. Jacob Yerushalmy, Ph.D. 

Panel Discussion: The Implications for School and Public Health Education. 
Moderator: Fred V. Hein, Ph.D. 


Panel Participants: 
Blanche G. Bobbitt, Ph.D. 
Cecilia Conrath, M.P.H. 
Morey R. Fields, Ed.D. 
Wesley M. Staton, Ed.D. 


4 School Health Section 
Cobo Hall, Room 3040 


Presiding: Florence L. Fogle, R.N., Chairman. 


PRACTICAL APPROACHES TO SCHOOL HEALTH PROBLEMS 
Coordination of Dental Health. Naham C. Cons, D.D.S. 


Cooperation Between Private Physicians and School Personnel. Oliver E. 


Byrd, M.D. 


Improving Health Standards in an Economically Deprived Neighborhood. 
Robert Luby. 


Statistics Section 
Cobo Hall, Room 3035 


Presiding: Robert F. Lewis, Ph.D. 


THE IMPACT OF COMPUTERS IN PUBLIC HEALTH 


Computer Use in Vital Records and Health Program Management. Paul V. 
Shipley. 
(Cont.) 
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Continued from preceding page. 


Computer Use in Health and Medical Research—Role of Computers in Heart 
Disease Control. C. A. Caceres, M.D. 


Report on Considerations of the National Advisory Committee for Computers 
in Health Research. Max Woodbury, Ph.D. 


Questions and Answers. 


Thursday, 5:30 P.M. 


*Maternal and Child Health Section 
Social Hour, 5:30-7:00 P.M., Sheraton-Cadillac Hotel, West Room 


Reception for New Officers. 


Thursday, 6:30 P.M. 


*Social Workers in APHA 
Dinner Session, Sheraton-Cadillac Hotel, Sheraton Room 


Presiding: Virginia Insley, M.S. 


Reports on Social Work Research with Discussion. 


Business Session. 


All Social Workers and Others Regardless of 
APHA Membership Are Invited 


* Tickets will be on sale at the Registration Desk. 
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Thursday, 8:30 P.M. 


Second General Session 
Sheraton-Cadillac Hotel, Grand Ballroom 


Presiding: Marion W. Sheahan, R.N., President, American Public Health 


Association. 


Greetings: 
The Honorable John B. Swainson, Governor of Michigan. 

The Honorable Louis C. Miriani, Mayor of Detroit. 


Address. (Speaker to be announced.) 


Presentation of the Bronfman Prizes for Public Health Achievement for 1961. 


Dancing follows in the Crystal Room. (Dress informal) 


All Registered Delegates and Exhibitors Are Invited 


Friday, 9:15 A.M. 


Association Symposium 
Sheraton-Cadillac Hotel, Grand Ballroom 


Presiding: Marion W. Sheahan, R.N., President, American Public Health 


Association. 


RECENT DEVELOPMENTS IN MENTAL HEALTH 

This session will follow the pattern of the 1959 and 1960 Annual Meetings 
when heart disease prevention and cancer control, respectively, were considered 
at the closing sessions from the point of view of application in the field of newer 


information. 
The subject for 1961 is “Recent Developments in Mental Health” and a 


panel of experts is being assembled. 


A Association Business: New Officers; Resolutions. 


Friday, 12:00 Noon 


Meeting of All Section Councils with the Editorial Board 
Luncheon Session, Sheraton-Cadillac Hotel, English Room 


Past and Present Section Secretaries 
and 


Secretaries-Elect Are Invited 
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THE TECHNICAL AND SCIENTIFIC EXHIBITS 


89th Annual Meeting 


November 13-16, 1961 


Cobo Hall, Detroit, Mich. 


TECHNICAL EXHIBITORS 
and what they are showing 


American Journal of Nursing Co.— 
nursing publications: the American 
Journal of Nursing; Nursing Out- 
look; and Nursing Research 

American Sterilizer Co.—new ma- 
chinery for washing and sanitizing 
patients’ utensils 

Association Conventions Exhibits— 
publishers’ cooperative exhibit of 
books pertinent to public health, and 
APHA publications 

B-D Laboratories, Inc.—new and _in- 
teresting products manufactured by 
the three divisions: Baltimore Bio- 
logical Laboratory, Cappel Labora- 
tories, and Falcon Plastics 

*Becton, Dickinson and Co.—sterile dis- 
posable needles, sterile disposable 
syringe-needle combination, sterile 
disposable Blood Lancet, Culture Bot- 
tle and Specimen Tubes, Vinyl and 
polyethylene medical grade tubing, 
Ace and Tru-Touch disposable ex- 
amination gloves and related items 

Bittner Corp., The—rubber and plastic 
garments, urinary devices, disposable 
colostomy bags, rubber bed pans, 
plastic hot water bottle, throat bag, 
inflated pillow and other items for 
use in geriatric care 

Breon Laboratories, Inc. — Diaprene 
Antibacterial preparations 

Case Laboratories, Inc.—medical mi- 
crobiological diagnostic materials 


* See advertisement(s) in this issue. 
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Cereal Institute, Inc.— visual and 
printed health and nutrition educa- 
tional materials 


Certified Blood Donor Service Inc.— 
blood typing sera, serological re- 
agents and equipment 

Chicago Dietetic Supply House, Inc.— 
diet categories for special dietaries, 
including sodium restriction, sugar 
and starch restriction, calorie con- 
trol, food allergies, and certain con- 
ditions of abnormal metabolism 


*Chicopee Mills, Inc.—products to aid 
the home nurse in providing better 
care for the incontinent 


Chilean Iodine Educational Bureau, 
Inc.—lodine and its compounds and 
preparations used in medicine, sur- 
gery, nutrition, and sanitation. 


Chrysler Corp.—the forward look in 
safety in the newest automobile 
safety equipment and features avail- 
able from the Chrysler Corporation 

*Coca-Cola, The — ice-cold coca-cola 
through the courtesy and cooperation 
of the Detroit Coca-Cola Bottling 
Company, and The Coca-Cola Com- 
pany 

Cuno Engineering Corp.—water filters 


Curvlite Surgical Products, Division of 
Mastercraft Medical and Industrial 
Corp.—portable incubator and oxy- 
gen therapy equipment 


D’Armigene, Inc.—distinctive uniforms 
designed for the public health nurse 
and the graduate nurse 

*Difco Laboratories—newly developed 
and standardized microbiological spe- 
cialties and laboratory reagents 

Diversey Corp.—new Diversol CX with 
arodyne 

Dodge Car and Truck Division, Chrys- 
ler Corp.— 

Economics Laboratory, Inc.—sanitation 
products for use in food service es- 
tablishments, bakeries, and dairies 

*Emko Co., The—aerosol foam contra- 
ceptive for birth control 

Encyclopaedia Britannica, Inc.—new 
edition of the world-famous Britan- 
nica in white imperial binding 

Encyclopedia Americana—revised 1961 
edition featuring Min-Max, the self- 
tutoring machine described by Time 
Magazine 

*Engelhard Hanovia, Inc., Hanovia 
Lamp Division—latest air sanitation 
equipment for hospitals and indus- 
trial use 

Everpure, Inc.—water purification and 
treatment equipment 

Florida Brace Corp.—Jewett hyperex- 
tension 

Florida Citrus Commission—refresh- 
ing and delicious Florida orange 
juice, and a diorama exhibit featur- 
ing scenes from the Florida orange 
groves and citrus processing plants 

Fluoritab Corp.—dietary fluoride tablets 

Ford Division of Ford Motor Co.— 
film depicting and personal demon- 
stration of the use of seat belts in a 
crash situation 

Galvanized Ware Manufacturers Coun- 
cil—educational aids for health off- 
cers conducting sanitation campaigns 

Great Books of the Western World— 
Syntopicon—a new concept in self- 
education 


* See advertisement(s) in this issue. 
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Hack Shoe Co.—Hack outflare and 
clubfoot shoes for children; Hack 
convalescent boot permitting earlier 
ambulation following accident or sur- 
gery and Ripple sole shoes 

Health Insurance Council—general in- 
formation on health insurance as 
underwritten by insurance com- 
panies, and information on uniform 
claim forms used by doctors and 
hospitals in support of health insur- 
ance claims 

Heinicke Instruments Co.—a working 
exhibit of laboratory glassware wash- 
ers and cage washers, washers for 
surgical instruments and _ hospital 
central supply, based on the patented 
combination jet-ultrasonic action, 
and Heipoints—the latest in dispos- 
able hypodermic needles 

Heublein, Inc., Food Division—Maltex 
and Maypo Oat Cereal, and health 
education programs concerning 
height weight charts, basic four 
charts, weight control booklets, and 
breakfast charts 

Hobart Manufacturing Co., The—The 
Hobart-wash-action dishwasher, food 
machines, and the Hobart “cold-water 
glasswasher™ 

Intercontinental Scientific Corp.— 
Fiske milk cryoscope teaching aids, 
and pulmonary function survey 
equipment 

Johnson and Johnson—latest improve- 
ments in surgical dressings and baby 
products 

Kimberly-Clark Corp.—health teaching 
on two important phases—menstrual 
hygiene and cold prevention 

*Kimble Glass Co.—laboratory glass- 
ware having stopcocks with Teflon 
plugs, square volumetric flasks, 
Kimax boiling flasks; clinical ap- 
paratus; and Blake culture bottles 

Lehn and Fink Products Corp.—dis- 
infectants and germicides 

Licensed Beveraged Industries, Inc.— 
publications dealing in alcohol edu- 
cation 
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Lorvic Corp., The—Karidium (sodium 
fluoride) tablets and liquid for sys- 
temic control of dental caries, and 
vapor phase rust-inhibitor and Lorvic 
rinse for keeping surgical instruments 
rust-free during autoclave cycle and 
permits corrosion-free storage 

*Macmillan Co., The—books of techni- 
cal and general interest to those in 
the fields of public health 

Maico Electronics, Inc.—clinical and 
portable hearing test instruments, as 
well as hearing aids, including hear- 
ing glasses, behind-the-ear and pocket 
instruments 

Medical Coaches, Inc.—Mobile coach 
and trailer clinics including ambu- 
lances—public and rural, diagnostic, 
multiple screening, industrial, x-ray, 
dental laboratory, veterinary clinics, 
and emergency rescue units 

Medical Film Guild, Ltd.—latest films 
in the public health field, “Diabetes 
and Its Long-Range Control”; “Ra- 
dioisotopes—their Application to Hu- 
mans as Tracer Studies and for 
Therapeutic Use”; “The Atomic 
Apothecary”; “Occupational Health 
Problems”; “Parasite and the Mos- 
quito”; audiovisual equipment, in- 
cluding tape recorders, teaching ma- 
chines, slide projectors, vu-graphs, 
opaque projectors, etc. 

Merck Sharp & Dohme—Purivax polio- 
myelitis vaccine and Lyovac Throm- 
bolysin fibrinolysin (human) for 
use to promote the dissolution of cer- 
tain intravascular thrombi 

Microbiological Associates, Inc.—new 
biological teaching aids and fluores- 
cein conjugated antiserin globulins, 
live cell cultures for microscopic ex- 
amination, viral diagnostic reagents 
and sera 

Miles Reproducer Co., Inc.—new tran- 
sistorized “Walkie-Recordal” brief- 


case conference recorder 


* See advertisement(s) in this issue. 
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Millipore Filter Corp—membrane fil- 
ters and related apparatus and ac- 
cessories 

C. V. Mosby Co., The—new knowledge, 
new ideas, new research and technics 
in the Mosby books for health edu- 
cation 

J. Moyer Co., Inc.—dental medicine 
and supplies 

National Aniline Division, Allied Chem- 
ical Corp.—biological stains, PH in- 
dicators, oxidation-reduction indica- 
tors, diazo salts, and staining solutions 

National Dairy Council—health and 
nutrition education materials 

National Live Stock and Meat Board— 
nutritional educational literature 

Nuclear Industries, Inc.—transistorized 
systems designed for accomplishing 
specific radiation monitoring objec- 
tives 

Hermien Nusbaum and Associates—in- 
fant nursing bottles, formula pak, 
Infanseat-baby carrier from birth to 
one year, feeding chair, safe car 
seat, Safe-T-Bather, Modella-infant 
and pediatric diaper liners and 
panties to prevent and overcome 
diaper rash, training panties, and 
TFL dropper 

Ortho Pharmaceutical Corp.—Sporo- 
stacin Chlordantoin Cream for moni- 
lial vaginitis, Sporostacin Lotion for 
monilial dermatitus and Sporostacin 
Solution for fungus infections of the 
nails and in paronychia 

*Panray-Parlam Corp.—routine intra- 
dermal tuberculin testing with “Ster- 
needle” gun—an improved puncture 
apparatus 

Paper Cup and Container Institute, 
Inc.—exhibit recalls the scene “re- 
member the old-time cup that hung 
by the pump?” “The Common 
Drinking Cup Still Exists.” Improved 
methods of personnel training, in- 
spection, and public education recom- 
mended; registration for informa- 
tional materials and subscriptions to 


Health Officers News Digest 


*Parke, Davis and Company—pharma- 
ceuticals, biologicals, surgical dress- 
ings 

Pennsalt Chemicals Corp.—three-phase 
exhibit featuring complete line of 
Pennswim swimming pool chemicals; 
Pennsan—the versatile acid-anionic 
liquid sanitizer, and B-K Chlorine- 
bearing powder for dairy and food 
processing plants 

Pepsi-Cola Co.— invites all to enjoy an 
ice-cold Pepsi 

*Pfizer Laboratories—latest development 
in Pfizer research 

Pharmaceutical Manufacturers Assn.— 
the real story behind the compara- 
tively low costs of the prescription 
medicines of 1961, presented on be- 
half of 140 companies whose phar- 
maceutical research and _ reliability 
are responsible for the mid-century 
revolution in medical care 

Proctor and Gamble Co.—Ivory soap, 
time-saving leaflet pads, and other 
helpful material prepared especially 
for physicians 

Professional Tape Co., Inc.—Time 
Labeling Tape and Time Labels for 
blood banks, radioactivity, bac- 
teriology and every type of specialty 
in science 

*Ross Laboratories—Similac, infant for- 
mula, and Ross public health services 

W. B. Saunders Co.—new books in the 
public health field 

R. P. Scherer Corp.—new models of 
hypospray jet injectors 

School Health Supply Co.—good-lite 
eye charts, recovery couches, medical 
treatment cabinets, and training- 
room equipment and supplies 

Scientific Equipment Manufacturing 
Corp.—completely new multidose jet 
injection apparatus 


* See advertisement(s) in this issue. 
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Sealright Co., Inc.—double sanitary 
glass milk bottle protection with cap 
and long-skirted plastic-coated sealon 
closure; the tamper-proof sealking 
plastic-coated milk carton which is 
sterilized both in manufacture and 
in dairy forming and filling opera- 
tions; and the Sealright line of sani- 
tary containers for hospital use 

Seven-Up Co., The — coin-operated 
vending machines for hospital offices 
and waiting rooms. You are invited 
to “Fresh-Up” with 7-Up 

Shell Chemical Corp.—Roccal—the 
original and standard quaternary 
ammonium compound and _ other 
quaternary germicides and deodor- 
ants 

Tampax, Inc.—educational material on 
menstrual health, and consultation 
service to assist in workshops, in- 
service education, staff conferences, 
the classroom, and adult education 

*Tassette, Inc.—‘Tassette” menstrual 
cup for personal use, and for medi- 
cal uses—such as the collection of 
vaginal secretions, for the retention 
of medications in the vagina, and 
for collecting discharges after diag- 
nostic purposes 

Titmus Optical Co., Inc—T/O vision 
testers including school, preschool, 
industrial, clinical, and other spe- 


cialties 
Voldale, Inc.—Hio-Dine, and Heliogen 
Water Systems Council—association 


program of new developments in 
water pump industry 

Wyeth Laboratories Tubex®, the 
closed injection system providing 
sterile cartridge-needle units in stain- 
less, unbreakable syringes 

Zenith Radio Corp., Hearing Aid Divi- 
sion—Zenith’s complete line of tran- 

hearing aids, portable di- 

agnostic audiometer,  all-transistor 

audiometer calibration check unit 


sistor 
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SCIENTIFIC EXHIBITORS 
and what they are showing 


American Dietetic Association — foods, 
fact versus fallacy 

American Heart Association—rehabili- 
tation of farmers with heart disease 

American Institute of Environment — 

Hope of Mankind 

American Medical Association, Commit- 
tee on Cosmetics—the aging skin 

American National Red Cross—Vaccinia 
Immune Globulin 

American Nurses’ Association — better 
nursing for the nation 

American Occupational Therapy Associ- 
ation—occupational therapy in action 

American Optometric Association—sight 
conservation 

American Osteopathic Association—phy- 
sicians for a growing America 

Baltimore City Health Department— 
auxiliary inspection in food industry 

Blue Cross Association—prepaid hospi- 
tal care 

Brookline, Mass., Health Department— 
mass immunity trials for Sabin oral 
polio vaccine 

Canadian Department of National Health 
and Welfare—Canada’s public health 
program 

Colgate-Palmolive Company— 

Committee on Research Policy, APHA; 

Public Health Service; Association of 

State and Territorial Health Officers; 

American College of Preventive Medi- 

cine; Association of Teachers of Pre- 

ventive Medicine—research in public 
health 
Department of Health, Education, and 
Welfare: 

Children’s Bureau— 

Communicable Disease Center — epi- 
demiology of brucellosis; audio- 
visuals prevent communications 
breakdown; staphylococcus serol- 
ogy; venereal disease; air filtration 
of microbial particles; epidemiolo- 
gical characteristics of three viral 
diseases 
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National Heart Institute — Framing- 
ham Heart Study; research on 
aging 

National Institute of Arthritis and 
Metabolic Diseases—role of dietary 
calcium intake in osteoporosis 

National Institute of Neurological Dis- 
eases and Blindness — the fateful 
months when life begins 

National Institutes of Health—activi- 
ties of the Center for Aging Re- 
search 

Public Health Service: 

Cancer Control Program—smokers 
and lung cancer 

Diabetes and Arthritis Program— 
blood testing and follow-up 

Division of Accident Prevention— 
lead poisoning in children; and 
mouth-to-mouth breathing 

Division of Air Pollution—air pol- 
lution 

Division of Commissioned Officer 
Personnel—the USPHS 

Division of Community Health 
Practice — traineeship program 
and project grants; school health 

Division of Dental Public Health— 
the trained dental assistant 

Division of Engineering Services— 
milk sanitation; shellfish sanita- 
tion; metropolitan planning 

Division of Nursing—care of the 
sick at home 

Division of Radiological Health— 
federal and state goals 

Heart Disease Control Program— 
rheumatic fever 

Long-Term Illness Program — pre- 
vention of disability 

Public Health Service — migrant 
health; recent publications of 
PHS; traineeship programs 

Public Health Service and Arthritis 
and Rheumatism Foundation — 
strike back at arthritis 
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Tuberculosis Program — tuberculo- 
sis among contacts of new cases 
and patterns of treatment 

Vision and Hearing Conservation 
Branch—undetected glaucoma 

Department of the Navy, Bureau of 
Medicine and Surgery—training pro- 
gram for mass casualties 

Detroit and Wayne County Departments 
of Health—a big city fights polio 

Food and Drug Administration—federal 
hazardous substances labeling act 

Group Health Association of America— 
prepaid group health care plans and 
services of GHA 

Illinois Department of Public Welfare 
and Illinois Children’s Hospital-School 
—rehabilitation of physically handi- 
capped students 

International Cooperation Administra- 
tion—strengthening health services of 
developing nations 

Lederle Laboratories—new method of 
skin testing for tuberculosis (tine Test 
vs Intracutaneous) 

Medical Film Guild—diabetes and _ its 
long-range control 

Mental Health Materials Center and 
APHA — Emotional Disturbances of 
Handicapped Children and _ other 
selected publications 

Metropolitan Life Insurance Company— 
teenage driving accidents 

Michigan Crippled Children Commission 
—prosthetic devices and habilitation 
services for child amputees 

Michigan Department of Health—mater- 
nal and reproductive casualties; blood 
products from human placentas; occu- 
pational health; portable exhibits 

Michigan Department of Health; Dental 
District, Macomb and Oakland County 
Dental Society; Michigan Dental As- 
sociation—phases of dentistry 

Michigan Tuberculosis Association -— 
health education program for elemen- 
tary schools 

Muscular Dystrophy Associations of 

America—muscle and muscular dys- 

trophy 
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National Association for Mental Health 
—careers program 

National Association of Social Workers 
—social work participation in public 
health programs 

National Council on Alcoholism—the 
billion dollar disease 

National Foundation — relationship of 
chromosomes to congenital anomalies 

National League for Nursing—improv- 
ing nursing education and service 

National Society for Prevention of Blind- 
ness—programs and activities 

National Tuberculosis Association and 
American Thoracic Society — priori- 
ties in tuberculosis treatment 

Pan American Health Organization/ 
WHO— international medical research 

Philadelphia Department of Public 
Health—requisites for successful com- 
munity health programs 

Planned Parenthood Federation of 
America; Family Planning Associa- 
tion of Puerto Rico; Margaret Sanger 
Research Bureau—a family planning 
program in Puerto Rico 

Professional Examination Service, APHA 
—staff consultation on examination 
services 

Scientists’ Committee for Radiation In- 
formation—a volunteer role for sci- 
entists in public information 

Tobacco Industry Research Committee 
—research program 

United Cerebral Palsy Association— 
range of services 

U. S. Army Chemical Corps—amicro- 
biological safety 

U. S. Army Environmental Hygiene 
Agency—preventive medicine and en- 
vironmental hygiene services 

U. S. Department of Agriculture—meat 
inspection 

Vocational Counseling and Placement 
Service (APHA) and Michigan Em- 
ployment Security Commission, Michi- 
gan Employment Service—service for 
employees and employers 

Wayne County General Hospital and 
University of Michigan—control of 
trichinosis 
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NOMINATIONS FOR SECTION OFFICES 


Following are lists of nominations for those Sections that were submitted 
by the Section Nominating Committees in time for publication in the September 
Journal. All nominees are Fellows of the Respective Sections as required in 
the Constitution and By-Laws of the Association. The terms of office are for 
one year unless otherwise stated. 

The By-Laws provide that “if the name of any Fellow be transmitted to the 
Section Committee on Nominations over the signature of ten Fellows or members 
of the Section prior to the first meeting of the Section, the Section Committee 
on Nominations shall add the name of such Fellow to its own list of nominees.” 
Fellows and members who wish to add names by petition should communicate 
with the Section Secretary whose name and address are also shown. 


DENTAL HEALTH SECTION NOMINATIONS 


Chairman: Norman F. Gerrie, D.D.S., Washington, D. C. 
Vice-Chairman: David F. Striffler, D.D.S., Ann Arbor, Mich. 
Secretary: Viron L. Diefenbach, D.D.S., Denver, Colo. 
Members of Section Council 

3-year terms: Quentin M. Smith, D.D.S., Washington, D. C. 


Wesley O. Young, D.M.D., Boise, Idaho 


Member of Association Nominating 
Committee for Elective 
Councilors: George A. Nevitt, D.D.S., San Francisco, 
Calif. 


(The present Section Secretary is David F. Striffler, D.D.S., University of Michigan 
School of Public Health, Ann Arbor, Mich.) 


ENGINEERING AND SANITATION SECTION NOMINATIONS 


Chairman: Clarence W. Klassen, P.E., Springfield, Ill. . 
Vice-Chairman: James A. King, Jr., M.P.H., Bethesda, Md. 
Secretary: Charles A. Farish, M.P.H., Ann Arbor, Mich. 
Members of Section Council 

3-year terms: B. Russell Franklin, M.P.H., Philadelphia, Pa. 


Robert M. Brown, M.P.H., Baltimore, Md. 


Member of Association Nominating 
Committee for Elective 


Councilors: Paul W. Purdom, P.E., Philadelphia, Pa. 


(The present Section Secretary is James A. King, Jr., National Institutes of Health, 
Room 307, Bldg. |, Bethesda, Md.) 


EPIDEMIOLOGY SECTION NOMINATIONS 


Chairman: Arthur C. Hollister, M.D., M.P.H., 
Berkeley, Calif. 

Vice-Chairman: John P. Fox, M.D., M.P.H., New York, N. Y. 
Secretary: Timothy D. Baker, M.D., M.P.H, Baltimore, 
Md. 

(Cont.) 
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Members of Section Council 


3-year terms: Brian MacMahon, M.D., D.P.H., Boston, Mass. 
Wendell R. Ames, M.D., M.P.H., Rochester, 
N. Y. 


Member of Association Nominating 


Committee for Elective 
Councilors: Robert F. Korns, M.D., D.P.H., Glenmont, 


N. Y. 


(The present Section Secretary is Arthur C. Hollister, Jr.. M.D., M.P.H., 2151 
Berkeley Way, Berkeley, Calif.) 


FOOD AND NUTRITION SECTION NOMINATIONS 


Chairman: Emil M. Mrak, Ph.D., Davis, Calif. 
Vice-Chairman: Nevin S. Scrimshaw, M.D., Ph.D., Cambridge, 
eae Sipple, Ph.D., New York, N. Y. 
Secretary: Ruth E. Brennan, Clayton, Mo. 
Members of Section Council 
3-year terms: Virginia A. Beal, M.P.H., Denver, Colo. 


Bertlyn Bosley, Ph.D., Washington, D. C. 
Ferdinand A. Korff, Baltimore, Md. 
Mary H. Rourke, M.P.H., Berkeley, Calif. 


Member of Association Nominating 
Committee for Elective 
Councilors: Sophia M. Podgorski, Harrisburg, Pa. 
Helen E. Walsh, Berkeley, Calif. 


(The present Section Secretary is Ruth E. Brennan, 80! South Brentwood Bivd., 


Clayton, Mo.) 
LABORATORY SECTION NOMINATIONS 
Chairman: Earle K. Borman, Hartford, Conn. 
Vice-Chairman: Erwin Neter, M.D., Buffalo, N. Y. 
Secretary: Theodore A. Olson, Ph.D., Minneapolis, Minn. 
Members of Section Council 
3-year terms: Evan T. Bynoe, Ph.D., Ottawa, Ontario, 


Canada 
William G. Walter, Ph.D., Bozeman, Mont. 


Member of Association Nominating 
Committee for Elective 
Councilors: Wallace W. Sanderson, Albany, N. Y. 


(The present Section Secretary is Erwin Neter, M.D., Children's Hospital, 219 
Bryant St., Buffalo, N. Y.) 


MATERNAL AND CHILD HEALTH SECTION NOMINATIONS 


Chairman: William M. Schmidt, M.D., Boston, Mass. 
Vice-Chairman: Jean R. Stifler, M.D., M.P.H., Baltimore, Md. 
Samuel M. Wishik, M.D., M.P.H., Pittsburgh, 
Pa. 
(Cont.) 
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Secretary: 
Secretary-Elect: 


Members of Section Council 
3-year terms: 


Member of Association Nominating 
Committee for Elective 
Councilors: 


Member of Association Standing 
Committee on Eligibility 
2-year term: 
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Alice D. Chenoweth, M.D., Washington, D. C. 
Andrew Balkany, M.D., D.P.H., Seattle, Wash. 


Stanley Best, M.D., M.P.H., Regina, Sask., 
Canada 

Paul Ensign, M.D., M.P.H., Great Falls, Mont. 

Rowena L. Neal, R.N., Lansing, Mich. 

Jack Sabloff, M.D., New Cumberland, Pa. 

Ella Langer, M.D., Augusta, Me. 


Myron £. Wegman, M.D., M.P.H., Ann 
Arbor, Mich. 
Alfred Yankauer, Jr., M.D., M.P.H., Albany, 


N. Y. 


Georgia Perkins, M.D., M.P.H., New York, 
N. Y. 
Edward Press, M.D., M.P.H., Evanston, Ill. 


(The present Section Secretary is Alice D. Chenoweth, M.D., Children's Bureau, 


Washington, D. C.) 


MEDICAL CARE SECTION NOMINATIONS 


Chairman: 


Vice-Chairman: 


Secretary: 


Members of Section Council 
3-year terms: 


Isidore S. Falk, Ph.D., Stonington, Conn. 


Solomon J. Axelrod, M.D., M.P.H., Ann Ar- 
bor, Mich. 


Henry C. Daniels, M.A., Washington, D. C. 


Kurt Reichert, Ph.D., Albany, N. Y. 
E. Richard Weinerman, M.D., M.P.H., El Cer- 
rito, Calif. 


(The present Section Secretary is Henry C. Daniels, UMWA, 907 Fifteenth 


St., N.W., Washington 5, D. C.) 


OCCUPATIONAL HEALTH SECTION NOMINATIONS 


Chairman: 


Vice-Chairman: 


Secretary: 


Members of Section Council 
3-year term: 


Member of Association Nominating 
Committee for Elective 
Councilors: 
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Mitchell R. Zavon, M.D., New York, N. Y. 


Heinrich Brieger, M.D., D.P.H., Philadelphia, 
Pa. 


Melvin M. Udel, M.D., New York, N. Y. 


Victoria M. Trasko, Washington, D. C. 


Lee B. Fosdick, Glen Ellyn, Ill. 


William L. Wilson, M.D., Raleigh, N. C. 
(Cont.) 


Continued from preceding page 
Member of Association Standing 
Committee on Eligibility 
2-year term: Robert H. Flinn, M.D., Cincinnati, Ohio 


(The present Section Secretary is Melvin M. Udel, M.D., Metropolitan Life In- 
surance Co., One Madison Ave., New York, N. Y. 


PUBLIC HEALTH EDUCATION SECTION NOMINATIONS 


Chairman: Alfred E. Kessler, Indianapolis, Ind. 
Vice-Chairman: Malcolm A. Mason, M.P.H., Indianapolis, 
Ind. 

Robert L. Johnson, Newton, Mass. 
Secretary: Ben D. Kiningham, Jr., M.P.H., Springfield, 
il. 
Secretary-Elect: Bernadine Cervinski, M.P.H., Bismarck, N. D. 
Cecelia C. Conrath, M.P.H., Washington, 


Members of Section Council 
3-year terms: Clarissa E. Boyd, M.P.H., Paterson, N. J. 
Rosalyn M. Mervis, M.P.H., Pittsburgh, Pa. 
Alice |. Porter, M.P.H., Oklahoma City, 
Okla. 
Jeannette J. Simmons, New York, N. Y. 


Member of Association Nominating 
Committee for Elective 


Councilors: Beryl J. Roberts, D.P.H., Berkeley, Calif. 
Alphonse F. Schaplowsky, M.P.H., Silver 
Spring, Md. 


(The present Section Secretary is Ben D. Kiningham, Jr., M.P.H., 730 South Sixth 
St., Springfield, Ill.) 


PUBLIC HEALTH NURSING SECTION NOMINATIONS 


Chairman: Margaret G. Arnstein, R.N., M.P.H., Wash- 
ington, D. C. 

Vice-Chairman: Sammie G. Shapiro, R.N., Nashville, Tenn. 

Jane B. Taylor, R.N., M.P.H., Des Moines, 

lowa 

Secretary: Eva M. Reese, R.N., San Mateo, Calif. 

Members of Section Council 

3-year terms: Marie L. Lowe, Richmond, Va. 


Louise C. Smith, R.N., New York, N. Y. 

Barbara Wilcox, R.N., M.P.H., East Lansing, 
Mich. 

Lyndall Birkbeck, Seattle, Wash. 


Member of Association Nominating 
Committee for Elective 


Councilors: Edna Irl Mewhinney, R.N., New Orleans, La. 
Anne Burns, R.N., M.P.H., Columbus, Ohio 
(Cont.) 
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Member of Association Standing 
Committee on Eligibility 
2-year term: 
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Alice K. de Benneville, R.N., Pittsburgh, Pa. 
Ann C. Hansen, M.P.H., Chapel Hill, N. C. 


(The present Section Secretary is Jane B. Taylor, R.N., Armory Bldg., East Ist and 


Des Moines, Des Moines, lowa) 


SCHOOL HEALTH SECTION NOMINATIONS 


Chairman: 
Vice-Chairman: 


Secretary: 


Secretary-Elect: 


Members of Section Council 
3-year terms: 


Member of Association Nominating 
Committee for Elective 
Councilors: 


Member of Association Standing 
Committee on Eligibility 
2-year term: 


C. Adele Brown, M.D., Oswego, N. Y. 
Marion V. Hamburg, Ed.D., New York, N. Y. 


Mildred E. Doster, M.D., M.S.P.H., Denver, 
Colo. 


Perry Sandell, M.Ed., Chicago, Ill. 


Warren H. Southworth, D.P.H., Madison, 
Wis. 
Elsa Schneider, Washington, D. C. 


John H. Shaw, Ed.D., Syracuse, N. Y. 


Edward B. Johns, Ed.D., Los Angeles, Calif. 


(The present Section Secretary is Marion V. Hamburg, Ed.D., American Heart 
Assn., 44 East 23rd St., New York, N. Y.) 


STATISTICS SECTION NOMINATIONS 


Chairman: 


Vice-Chairman: 


Secretary: 


Members of Section Council 
3-year terms: 


Member of Association Nominating 
Committee for Elective 
Councilors: 


Member of Association Standing 
Committee on Eligibility 
2-year term: 


Margaret F. Shackelford, Oklahoma City, 
Okla. 

Fay M. Hemphill, Ph.D., M.S.P.H., Bethesda, 
Md. 


Sam Shapiro, Teaneck, N. J. 
Philip E. Enterline, Oxon Hill, Md. 


Sidney Cutler, Bethesda, Md. 


Morton Robins, M.S.P.H., Silver Spring, Md. 
Jerome Cornfield, Bethesda, Md. 

Fraser Harris, Ottawa, Ontario, Canada 
Antonio Ciocco, D.Sc., Pittsburgh, Pa. 


Bernard G. Greenberg, Ph.D., Chapel Hill, 
N.C. 
Albert P. Iskrant, Washington, D. C. 


Jacob E. Bearman, Ph.D., Minneapolis, Minn. 
H. M. C. Luykx, D.Sc., Washington, D. C. 


(The present Section Secretary is Fay M. Hemphill, Ph.D., National Institutes of 
Health, Bldg. T-6, Room 1205, Bethesda, Md.) 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Dr. Allen 
N. Koplin, 1005 S. 16th St., Birmingham 

ARIZONA PUBLIC HEALTH ASSOCIATION, Catharine 
Weiser, Supervisor of Public ae Nurses, Pima 
County Health Department, Tucso 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Mrs. 
Nevin Kilpatrick, 2228 Jasmine, Denver 7 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Mrs. Shirley T, Steidel, R.N., VNA, 28 S. Main St., 
West Hartford 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAIL PUBLIC HEALTH ASSOCIATION, Mrs. 
Mapuana P. McComas, 1018 Lunalilo Street, Honolulu 

— PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILL INOTS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 7 

IOWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
lowa Hospital Association, 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. 
Wilmore, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Peggy 
Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, George 
M. Ineichen, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, Md. 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, County Health Dept., County Bldg. 
Ann Arb 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S. 
Fleming, M.D., State Dept. of Health, University 
Campus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, V. T. 
Hawkins, State Board of Health, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, 5th Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Mrs. Lou 
Esmay, City-County Health Dept., Great Falls 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bldg., 
Lincoln 


Idaho: “Embarrassed by Riches" 
Selected point-blank questions called 
forth several well documented responses 
at the Idaho Public Health Association’s 
annual meeting (Lewiston, May 12-13). 
“Who needs health resources and why?” 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Wil- 
liam J. Chamberlain, 118 W. State St., Trenton 8 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Mrs. Mary Gilliland, State Dept. of Public Health, 
Santa Fe 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, — Ann McVey, 4317 Robinson St., Flushing 
55, N. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
George E. Michaelson, P. 0. Box 325, Bismarck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach, R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 
Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 401 Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION. Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
R.N., Dept. of Health, Des Moines 19, lowa 

SOUTHERN BRANCH, APHA, H. W. Stevens, M.D., 
Court House, Box 7525, Asheville, N. C. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


was the topic of the opening session, a 
panel discussion moderated by a legis- 
lator, Representative Carl Moore of Nez 
Perce County, and involving persons 
from the Idaho Arthritis, Tuberculosis, 
Cancer, and Heart Associations. 

Public involvement in the affairs of 
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the Idaho affiliate is one of the proud 
traditions of IPHA. Thus, when it came 
to a cluster discussion on “What health 
resources are needed in Idaho—why and 
when?,” it was apt for the program to 
point out that “You members of health 
groups and official health agencies will 
answer the questions these (four) mem- 
bers of the Legislature from the State 
of Idaho will put to you.” Moreover, 
at the final session Idaho’s Governor 
Robert E. Smylie unexpectedly appeared 
to give an informal speech in which he 
reviewed the activities of IPHA since 
1947. 

Others who contributed to the discus- 
sions of the convention theme were Jane 
Hazelwood, biostatistician, Idaho De- 
partment of Health, with a paper on 
“How to Assess Needs in Your Com- 
munity”; D. E. Stipe, M.D., of Lewiston, 
with “The Practicing Physician Views 
Health Resources”; and Jack Jelke, sani- 
tarian, with a report on rural water 
supplies. Berwyn F. Mattison, M.D., 
executive director of the American 
Public Health Association, presented the 
L. J. Peterson Memorial Lecture under 
the title “Am I My Brother’s Keeper?” 

The spirit of pioneer times, much in 
evidence in the host city, then celebrat- 
ing its centennial, was reflected in Dr. 
Mattison’s talk. He challenged health 
workers to regain some of “the mis- 
sionary spirit which characterized the 
early leaders in the public health move- 
ment who were motivated by an idealism 
less frequently voiced today.” 

Giving figures for death and disability 
from leading causes in 1959, he asked 
delegates whether “we can conscienti- 
ously say that all possible preventive 
measures were taken.” He examined 
“our present estate, what we have to 
work with and the extent to which we 
have realized our full potential.” 

In addition to a better informed pub- 
lic and a better educated professional 
team, “we find ourselves literally ‘em- 
barrassed by riches’ in the multitude of 
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technics which are now available, but 
were unknown 50 years ago,” Dr. Matti- 
son said, suggesting that throughout the 
country many of our health resources 
are going begging. “With more tech- 
nical and scientific tools and much 
greater financial support . . . why are 
not more of our health programs uni- 
versally applied? How can we possibly 
have a safe and effective vaccine against 
poliomyelitis and still allow half of our 
children in the most susceptible age 
group to go unprotected? .. . Are we 
so bemused by our traditional organiza- 
tion patterns that we can develop a 
screening test for cancer of the cervix 
and still not make it readily available 
to all?” 

He described a series of “indices of 
responsibility” representing the level of 
efforts at which we may choose to “call 
it quits.” Assuming we have a plan 
that will improve the health of indi- 
viduals in our community, do we make 
sure: first, that when we tell people 
about it they really hear us; second, 
that they understand our message (“un- 
less we speak to the councilman in terms 
of resultant advantages to his consti- 
tuents . . . then we are not really being 
understood”); third, that we have fol- 
lowed through with those who are slow 
to react to the stimulus of this informa- 
tion (if people are “ ‘third stimulus re- 
actors’ then we are derelict in our duty 
if we only stimulate them twice”) ; 
fourth, that we are willing to face up 
to a choice of “whether to simply lay 
the proposition before him or, if he 
does not then act, to insist on action,” 
even though “here we are getting into 
a sensitive area”; fifth, that we take 
cognizance in our actions of the fact 
that under certain circumstances “com- 
pulsion is not only indicated but gen- 
erally accepted.” (Have we, he asked 
earlier, misinterpreted “the free enter- 
prise philosophy and the concept of 
independence of the individual man to 
imply that he should be left free to 
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destroy himself if he wills—a ‘take it or 
leave it’ attitude on the part of knowl- 
edgeable people who feel that their duty 
is discharged if they (merely) make 
certain facts known to their fellowmen.”) 

Dr. Mattison suggested that if there 
were a new kind of Hippocratic Oath 
for public health workers, somewhere in 
it should be the following clause: “. . . I 
shall do my utmost as a practitioner of 
community health to persuade, cajole, 
and, if acceptable to the community, 
compel all those within the sound of 
my voice to take such action as would 
demonstrably benefit their own health 
and the health of their fellowman.” 
Furthermore, he said, if asked the ques- 
tion in the paper’s title, “we must be 
prepared . . . to answer, not with the 
cynicism and guilty conscience of Cain 
but with pride in a job well and faith- 
fully accomplished, “Yes, thank God, I 
am.” 

Cluster group discussions, summarized 
at the final session, indicated the fol- 
lowing needs: coordination of voluntary 
agencies’, professional groups’ and gov- 
ernment’s resources; recruitment to fill 
vacancies; education of taxpayers for 
needs and consequences of health pro- 
grams; in medical care of elderly in- 
digent, the expansion of visiting nurse 
services; a commission representative of 
all agencies in the state to coordinate 
services and educate young people on 
public health. 

Mrs. Raleigh Albright who is active 
in the Soreptimists and the DAR was 
elected president of IPHA succeeding 
J. E. Wyatt, M.D., district director of 
public health, Boise. Other officers for 
1961-1962 are: 

President-Elect—Clarence Higer, State Repre- 
sentative, Emmett 

First Vice-President—Al Klotz, laboratory di- 
rector, State Health Department, Boise 

Second Vice-President—Marjorie Schlotter- 
beck, executive director, Idaho Cancer As- 
sociation, Boise 

Third Vice-President—Jack Jelke, sanitarian, 
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Southeastern District Health Department, 
Blackfoot 
Fourth Vice-President—Dorothy Campbell, 
teacher, Elks Rehabilitation Center, Boise 
Secretary-Treasurer—Ralph Carpenter, Child 
Health Section, State Health Department, 
Boise (re-elected) 


South Carolina: Know Public Wants 


The program offered several “Avenues 
of Communication” for delegates to 
traverse at the 38th annual meeting of 
the South Carolina Public Health Asso- 
ciation (Greenville, May 11-13) both in 
section meetings and in general sessions. 

The Honorable Robert E. MeNair, 
State Representative of Allendale County, 
opened the discussions at the first general 
sessions with a paper called “Senders and 
Receivers.” He warned that “public ac- 
ceptance of public health will only come 
after an intensive public health educa- 
tional program.” It is most important, 
too, he said, to know what the public 
wants and expects in the way of services. 
Nor should health workers expect the 
legislature to solve their problems by 
passing all the legislation submitted. On 
the other hand, governmental agencies 
must keep the legislature informed of 
needs, and at the same time cooperate 
among themselves to promote economy 
by keeping overlapping services to the 
public at a minimum. 

Cooperation in the form of “Interdisci- 
plinary Action to Promote the Public 
Health” was the symposium topic at the 
second general session. At this, Modera- 
tor Russell A. Nelson, M.D., director of 
Johns Hopkins Hospital, Baltimore, out- 
lined the medical care program for 
medically indigent people in Maryland, 
noting six of its operating phases. They 
include the administration of health and 
medical care services by the State Health 
Department; administration of the health 
program itself by institutions, including 
local health departments and hospitals; 
maximum possible use of private facili- 
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ties; and integration of all types of fa- 
cilities into the program. The state pro- 
gram involves 38 hospitals and 22 county 
health departments. Other symposium 
participants were M. B. Bethel, M.D., 
assistant dean, School of Public Health, 
University of North Carolina; George 
D. Johnson, M.D., president of the board, 
Blue Shield of South Carolina; George 
B. Little, Jr., administrator, Anderson 
(S.C.) Memorial Hospital; and Carl J. 
Peter, associate, Health Education and 
Public Relations, National Tuberculosis 
Association, New York City. 

Calvin D. Johnson, executive assistant 
to the vice-president, Remington Rand, 
Division of Sperry Rand Corporation, 
Washington, D.C., gave the main ad- 
dress at the final session, “Opportunities 
Unlimited.” As one reporter put it, his 
“dynamic exposition on American pa- 
triotism . . . left many at the edge of 
tears as he set out with all his directness, 
modesty and tact to inspire new con- 
fidence in the foundations of our country 
and philosophy.” 

SCPHA honored the following mem- 
bers for the indicated “years of loyal 
service in the field of public health”: 35 
years—E. T. Ammons; 30 years—R. W. 
Ball, M.D., Miss Louise Corry, and W. 
K. Fishburne, M.D.; 25 years—Mrs. G. 
W. Allison, Mrs. Sadie D. Cassels, Mrs. 
Minnie D. Clark, Miss Bertha Clarke, 
Miss Alvena M. Cooke, Charles E. Cor- 
ley, Mrs. Mabel A. Easterling, J. T. 
Hane, Mrs. Mary B. MacFarlane, Mrs. 
Claire P. Rouse, Mrs. Henrietta W. 
Wright, and Mrs. Edith A. Young; 20 
years—Miss Elizabeth Adams, Miss Mar- 
garet Barron, Miss Mary Louise Free, 
Miss Pearl M. Geddings, John V. Hanna, 
M.D., E. A. Heise, M.D., Mrs. Helen C. 
Hendrix, Mrs. Ray M. Higgins, Mrs. 
Jane M. Kearse, Hinson L. Mikell, and 
Mrs. Florence M. Miles. 

Ruth Goettee, personnel officer, South 
Carolina State Board of Health, Colum- 
bia, succeeded Betty Ficquette, M.P.H., 


consultant nurse in education, also with 
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the Board of Health, as president. Other 

officers for 1961-1962 are: 

President-Elect—Malcolm U. Dantzler, M.D., 
assistant director, Charleston County Health 
Department 

Vice-President—Foster M. Routh, health edu- 
cation consultant 

Secretary—Emily Anne Easterling, clerk, Rich- 
land County Health Department, Columbia 

Treasurer—John B. Asbill, accountant 

Delegate to APHA—G. S. T. Peeples, M.D., 
state health officer 


Ohio: Rather Than Waiting 


The scientific program of the Ohio 
Public Health Association’s annual meet- 
ing got under way (Columbus, May 16- 
17) with a luncheon session paper on 
“Modern Philosphy of Public Health” 
given by Walter Snyder, director, Na- 
tional Sanitation Foundation, Ann 
Arbor, Mich. Following his talk, the 
eight sections of OPHA met for full 
afternoon programs on a variety of sub- 
jects such as Environmental Health in 
the Soaring Sixties, Health Education 
and Alcoholism, Research in Aging, and 
Bovine Staphylococcus. There were two 
joint sectional sessions, Administration 
and Health officers, and Nursing and 
Nutrition. Keynoter at the second general 
session was H. P. Kramer, chief, Train- 
ing Program, Robert A. Taft Sanitary 
Engineering Center, Public Health Serv- 
ice, Cincinnati, Ohio. 

Robert C. Adams, D.V.M., chief, Food 
and Sanitation, Columbus Health De- 
partment, succeeded Catherine E. Lud- 
low, R.N., as OPHA president. Other 
officers for 1961-1962 are: 


President-Elect—John Padrutt, executive di- 
rector, Anti-TB League of Summit County, 
Cuyahoga Falls 

Vice-President—Warren Young, supervising 
sanitarian, Richland County Health De- 
partment, Mansfield 

Secretary-Treasurer—June O'Donnell 


In a preconvention message President 
Ludlow characterized OPHA as an or- 
ganization that has strength and, in ap- 
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plying it, could accomplish great things. 
“For example, rather than waiting to 
see what will be proposed for legislation 
during the coming year, when the legisla- 
tors are not in session, we should .. . be 
ready to propose legislation which is 
needed.” 


New York City: Silver Anniversary 


“Extending Health Frontiers in New 
York City, 1961” was the theme of the 
25th anniversary meeting of the Public 
Health Association of New York City 
held on May 16. This is to be the first 
of a “new series of annual meetings to 
examine health progress and to consider 
health problems . . . which require com- 
munity understanding, support and par- 
ticipation.” 

The opening session was on “The Pub- 
lic Health in New York City,” at which 
papers were presented by Leona Baum- 
gartner, M.D., city health commissioner, 
and George S. Lawrence, M.D., presi- 
dent, Coordinating Council of Five 
County Medical Societies. Dr. Baum- 
gartner told of successes in the last 25 
years in sharply reducing infant mortal- 
ity and deaths from tuberculosis, polio- 
myelitis, and pneumonia. She com- 
mented: “In that day there was no cure 
for tuberculosis, but much could be ac- 
complished with early diagnosis and 
prompt treatment. Today we have no 
cure for cancer, but much can be ac- 
complished with early diagnosis and 
prompt treatment.” 

A symposium followed on “Potentials 
and Problems in Health Services.” At 
this George Reader, M.D., professor of 
medicine, Cornell University Medical 
College, discussed medical manpower; 
Ray E. Trussell, M.D., city hospital com- 
missioner, spoke on “The Hospitals Look 
Ahead.” 

Topics of the afternoon workshops 
were: improving the quality of medical 
care; the MAA (Medical Assistance for 
the Aged) program; challenges in mental 
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health; hospitals as community health 
centers; polio vaccination; current epi- 
demiologic and community studies in the 
city. Respective chairmen for the above 
panels were: Lucille E. Notter, Ed.D., 
adjunct assistant professor, Department 
of Nursing Education, Hunter College; 
Peter Rogatz, M.D., associate director, 
Montefiore Hospital; Wallace Mandel, 
Ph.D., research director, Staten Island 
Mental Health Association; Mrs. George 
M. Billings, vice-president, The Brooklyn 
Hospital; John Fox, M.D., chief, Divi- 
sion of Epidemiology, Public Health Re- 
search Institute of the City of New York; 
and Paul Densen, D.Sc., deputy commis- 
sioner, New York City Department of 
Health. 

PHANYC’s annual awards were pre- 
sented at the banquet to: Mary Reives, 
public health nurse; Hilda Kreigen- 
hoffer, nutritionist; Alex Clinton, public 
health sanitarian; Lenore Peizer, senior 
bacteriologist (all of the City Health 
Department); Isadore Portnoy, M.D. 
(mental health), Karen Horney Clinic; 
Arnold A. Allison (dental health), in- 
structor, Junior High School 47 for the 
Deaf and Hard of Hearing; and Mar- 
jorie B. May (health education), Greater 
New York Safety Council. These awards 
are given in recognition of contributions 
to the public health field above and 
beyond the normal expectations of job 
performance by workers at the staff 
level. 

Mayor Robert Wagner, speaking at 
the dinner meeting, said that a measles 
vaccine now being tested by the health 
department’s Health Research Council 
may be available for use by the end of 
1962. The vaccine, developed by Dr. 
John F. Enders of the Harvard Medical 
School, is also being tested, with financial 
assistance from the city, in Nigeria 
where the disease is epidemic every year. 

George James, M.D., deputy commis- 
sioner, New York City Department of 
Health, was installed as 1961-1962 presi- 
dent of PHANYC. Frances A. McVey, 
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continues as secretary-treasurer. Out- 
going President Morton D. Schweitzer, 
Ph.D., is delegate to the APHA Govern- 
ing Council. 


Utah: Lines of Progress Traced 


The Utah Public Health Association 
assembled for its 24th annual meeting 
(May 15-16), in Salt Lake City. The 
theme was “One Step Beyond.” 

At the first general session, following 
“Diagnosis” and “Prognosis,” titles of 
papers on the status of Utah’s health 
given respectively by James Wharton, 
M.D., acting state health director, and 
John Dixon, M.D., member of the State 
Board of Health, Berwyn F. Mattison, 
M.D., executive director of APHA, pre- 
sented the keynote address. Section meet- 
ings took place on the first afternoon. 
Two more general sessions were the 
principal offerings on the second day. 
At one, Evelyn Flook, chief, Research 
Grants Branch, Division of Community 
Health Practices, Public Health Service, 
spoke on the value of developmental, 
operational, and applied research in 
health departments. The other session 
was given over to a panel discussion con- 
cerned with implementing the Mental 
Health Services Act. This was modera- 
ted by Carlos Masden, M.D., practicing 
psychiatrist in the host city. 

In a paper entitled “New Goals and 
Concepts in Public Health,” Dr. Mattison 
traced some of the main routes that 
health workers have followed in the past 
15 years, a period of rapid acceleration 
in the field. Tune up and ignition points 
along the way: the Haven Emerson Re- 
port (1945); followed shortly (“for 
much had happened during the few in- 
tervening years”) by the definition of 
health by the World Health Organiza- 
tion (1948); the principles of public 
health agreed upon by the APHA Task 
Force in the middle fifties; the forth- 
coming establishment of the National 
Commission on Community Health Serv- 
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ices (NCCHS), which should provide 
the basis of a “new charter for public 
health.” 

The NCCHS, he said, would not at- 
tempt to come up with a roster of ac- 
tivities and jurisdictional organizations, 
but rather “it is hoped . . . will arrive at 
a set of principles which can be applied 
under differing circumstances to achieve 
successful delivery of optimum modern 
services under widely varying condi- 
tions.” The following, too, should result 
from NCCHS’ work: “Analysis in depth 
of the characteristics of communities of 
different size and location . . . relating 
those characteristics to a matching of 
public health responsibilities and com- 
petencies which might logically be as- 
signed to them.” 

“Most health departments,” he con- 
tinued, “have a planning function for the 
health of their community and a coordi- 
nating function in many instances” not 
envisaged at the time of the Emerson 
Report. Nor was the “extensive supple- 
mentation (by health agencies . . .) be- 
ing provided for the private physician’s 
armamentarium for home care: home 
nutrition services, physical 
therapy. medical social work, and home- 
maker services,” which are offered in 
many communities as accepted agency 
activities. 

Pursuing that line of thought Dr. 
Mattison described other aspects of pro- 
gram which are relatively new to health 
departments, for instance, chronic di- 
sease activities, his comments on which 
are rich in useful illustrations: 


nursing, 


“Some of these are purely case-finding as in 
the screening tests for diabetes or glaucoma or 
heart disease or lung cancer. Others provide 
a more integrated kind of service for some par- 
ticular group of chronic ills as in the instance 
of cardiovascular disease. Here the public 
health nurses may provide home nursing care 
for decompensated cardiacs; nutritionists may 
provide special diet service under physicians 
directions for patients on low sodium intakes; 
the physical therapists may help in the re- 
habilitation of stroke patients (both in the 
hospital and at home); the sanitary engineers 
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help by providing information on the charac- 
teristics of the local water supply—of interest 
again in regulating low sodium diets; and the 
administrator may struggle and even oc- 
casionally succeed with his appropriating 
bodies and with his fellow commissioners in 
seeing that adequate nursing home or other 
institutional facilities are provided for these 
cases. 

“Clinics may be provided in the schools or 
for preschool children with a diagnosis of con- 
genital heart disease, with the provision of 
heart surgery after diagnosis with the help of 
the Crippled Childrens Program. The same 
heart clinics or special ones may provide diag- 
nosis for rheumatic fever cases and, with the 
voluntary health organization, drugs may be 
provided to give continuing prophylaxis after 
the first rheumatic fever incident. 

“By means of encouraging periodic checkups 
or actually by using a multiphasic screening 
device of one kind or another, a great many 
early hypertensives may be picked up and 
referred to their physicians for care before 
serious damage is done. Health educators 
have teamed up with nutritionists to put on 
obesity control programs; and, where it is 
medically acceptable, have attempted to shift 
the diet pattern in study groups away from 
the saturated towards the polyunsaturated type 
of fat intake.” 


In conclusion, he cited the recently 


published statement on “Broadened Spec- 
trum of Health and Morbidity” drafted 
by a subcommittee of APHA’s Technical 
Development Board. In effect he looked 
to this, too, as one of the present points 
of reignition for public health. This 
statement delineates four levels of public 
health concern: mortality, serious mor- 
bidity, minor morbidity, and positive 
health. As program moves progressively 
from level to level, “it adds new concerns 
and efforts, does not displace the previous 
ones,” according to the statement, which 
closes with a stirring challenge. 

“This troubled world cannot afford. to be 
passive or merely reactive to each new prob- 
lem. It must take the offensive with some uni- 
versal or compatible ethics of human _be- 
havior and conduct. In a segment of the larger 
problem, public health cannot sit back and 
wait for the extermination of mankind. It 
must, despite the pessimisms of the moment, 
aim for the ultimate ideal of optimum health 
of all people.” 


Incoming president for 1961-1962 was 
Ruth A. Purhonen, succeeding Delmar 
R. Stone. Secretary-treasurer of UPHA 
is Kathryn Brandon, M.D. 


American Public Health Association Membership Application Blank on Page XXXV. 
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EMPLOYMENT SERVICE 


Annual Meeting Employment Service 


An employment center will be located in the exhibit area of Cobo Hall at the 
89th Annual Meeting for the period November 13-16, 1961. The service will be 
sponsored by the Michigan Employment Security Commission, an affiliate of the 
U. S. Employment Service, and the Association. Professional personnel will be 
available to assist employers and employees. 


Employers and candidates are urged to file beforehand. This should be done 
through your local state employment service office. Filing’ by October 15 is re- 
quested so that records can be duplicated and forwarded to the meeting. It will 
be possible to register at the meeting also. Early registration at the employment 
center will facilitate making appointment arrangements. Records will be made 
available whether or not individuals or agency representatives are present at the 
meeting. 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 
Association. 

Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 
Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Physician—Experienced in rehabilitation, 
to direct long-term medical care program. 
Physician—to head outpatient department. 
Expanding program in County Hospital. Start- 
ing salary $15,000 or over, depending on train- 
ing and experience. Send biography with 
inquiry to F. G. Gillick, M.D., Santa Clara 
County Hospital, San Jose-Los Gatos Rd., San 
Jose 28, Calif. 


Health Officers—Florida is seeking well 
qualified public health physicians for several 
vacancies. All coastal locations. Beginning 
salary based upon previous experience. Travel 
allowance, retirement program, employees’ in- 
surance, no state income tax. For additional 
information write Wilson T. Sowder, M.D., 
State Health Officer, Florida State Board of 
Health, Box 210, Jacksonville 1, Fla. 


Public Health Officer I and Il—Positions 


with the Hawaii Department of Health. Grade 
I as administrator of county public health pro- 
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gram on a half-time basis, and Grade II as 
assistant director of adult health. Requires 
M.P.H. and graduation from an accredited 
medical school and, for the I, two years’ phy- 
sician experience, for the II, three years’ pub- 
lic health physician experience, one year in 
administering a public health service program. 
Salaries—I: $5,268-$6,402; II: $11,064-$13,440. 
Write to Department of Personnel Services, 
825 Mililani St., Honolulu 13, Hawaii. 


Crippled Children’s Physician—Position 
in the Hawaii Department of Health to direct 
medical care program for crippled children 
and administer program for prevention of chil- 
dren’s disease and deformity. Requires one 
year of public health experience or master’s 
degree in public health and eligibility for 
certification by the American Board of Pedia- 
trics, Orthopedics, Neurology, or Plastic 
Surgery. Salary $11,064-$14,112 per annum. 
Contact Department of Personnel Services, 825 
Mililani St., Honolulu 13, Hawaii. 
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Director, Bureau of Maternal and 
Child Health 
New York State 


Plans and coordinates state-wide pro- 
gram. Headquarters: Albany, N. Y. 


Salary $14,410-$16,890; appointment 
may be above the minimum. 


Must have four years’ appropriate medi- 
cal training and experience in pedi- 
atrics or obstetrics, and either an 
M.P.H. degree or additional public 
health experience. 


Write for information, enclosing a 
résumé, and stating dates available 
for interview. Interviews at convenient 
locations. 


Richard H. Mattox 

Director of Personnel 

New York State Department of 
Health 

84 Holland Ave. 

Albany, N. Y. 


Institution Medical Services Director 
—Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing care services in an in- 
stitution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or 
Psychiatry and Neurology, and eligibility for a 
medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 


Services, 825 Mililani St., Honolulu 13, 
Hawaii. 
Director of Public Health — Salary 


$15,000. Requirements: possession of or eligi- 
bility for a license to practice medicine in the 
state of Illinois, and an M.P.H. degree. Op- 
portunity for the right man to institute a pub- 
lic health program in a growing community 
located six miles from Chicago. Contact Dr. 
Robert L. Smith, 6721 West 40th St., Berwyn 
P. O., Ill.; telephone STanley 8-4707. 


Medical Director—for state-wide Tuber- 
culosis Control Program for the state of 
Nevada with headquarters in Reno. Salary 
$1,007-$1,348, depending upon training, ex- 
perience, and board certification in an ap- 
propriate specialty. License: eligibility for 
licensure in Nevada. Excellent recreational 
opportunities, including fishing, hunting, water 
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sports, and mountain climbing. Exceptional 
fringe benefits. For further information con- 
tact Nevada State Personnel Department, 
Carson City, Nev. 


District Health Officer—Public health 
administrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hygien- 
ists, health educators, and social workers. Re- 
quires M.D. and M.P.H. degrees and license to 
practice medicine in Wisconsin. Salary: start- 
ing rate $1,006, $1,131, or $1,256 per menth, 
depending on training or experience which 
can be credited toward board certification in 
public health. Civil service, vacation, sick 
leave, Social Security, retirement, group health 
and life insurance benefits, travel allowance. 
For applications and further information write 
R. J. Siesen, Personnel Officer, State Board of 
Health, State Office Bldg., Madison 2, Wis. 


Disease Control Director—Plan and di- 
rect programs for investigation and control of 
diseases. M.D. plus four years’ responsible ex- 
perience in epidemiology and disease control. 
Colorado medical license or eligibility there- 
for. Yearly salary range $10,764-$13,464. Ap- 
ply: Recruitment Officer, Career Service 
Authority, City and County of Denver, Denver, 
Colo. 


Public Health Physician—Supervise ma- 
ternal and infant care program of the Health 
Division of the City of St. Louis. Physician 
must be a United States citizen and eligible 
for Missouri license. Salary $719-$875 per 
month. Department of Personnel, 235 Munic- 
ipal Courts Bldg., St. Louis 3, Mo. 


Public Health Physician—for challenging 
position in health department serving 400,000 
population, adjacent to Washington, D. C. 
Total staff numbers 170; modern air-con- 
ditioned building. Salary $11,540-$14,427. 
Murray Grant, M.D., Prince George’s County 
Health Department, Cheverly, Md. 


Director of Medical Research—Appli- 
cants with experience in any of the follow- 
ing fields of medicine: epidemiology, internal 
medicine, occupational health and medicine, 
pathology, preventive medicine, public health. 
Directs research in the field of infectious dis- 
eases, including (a) developing and assessing 
prophylactic, diagnostic, and therapeutic 
measures; (b) laboratory and clinical investi- 
gations of diseases; and (c) investigations to 


elucidate the pathology of diseases and to 


identify the fundamental host-organism rela- 
tionships. Salary $14,055 per annum. Vacancy 
will be filled in accordance with federal gov- 
ernment competitive appointment procedures. 
Send résumé to Civilian Personnel Officer, 
Chemical Corps Biological Laboratories, Fort 
Detrick, Frederick, Md. 
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Medical Health Officer—for Springfield, 
Mass. (population 175,000). Modern public 
health program, including school health serv- 
ices. Staff: 60 full-time and 34 part-time em- 
ployees. Excellent personnel policies. Qualifi- 
cations: M.D., M.P.H., and experience in pub- 
lic health required. Salary $14,300 per year. 
Apply to John C. Ayres, M.D., 1414 State St., 
Springfield 9, Mass. 


Assistant District Health Officer—Under 
direction, to carry on specific phases of pub- 
lic health work in a health district, various 
locations; salary $10,550-$12,590. M.P.H. 
degree, six months of general public health ex- 
perience, and eligibility for a New York State 
license. (Appropriate experience may be sub- 
stituted for the M.P.H. degree.) District 
Health Officer—to supervise programs of a 
health district, various locations; salary 
$14,378-$15,310. M.P.H. degree, two years of 
public health experience, and eligibility for 
a New York State license. (Appropriate ex- 
perience may be substituted for the M.P.H. 
degree.) Associate Public Health Physician 
(Maternal and Child Health)—to serve as 
assistant director of the state-wide maternal 
and child health program; location Albany, 
N. Y.; salary $12,980-$15,310. Must have at 
least two years’ experience in pediatrics or 
obstetrics, six months of which must have been 
in a related specialty, an M.P.H. degree (ap- 
propriate experience may be substituted), and 
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eligibility for a New York State license. 
Senior Public Health Educator—to provide 
consultation and service to personnel in state 
and local health departments responsible for 
public health programs. M.P.H. degree with 
specialization in public health education and 
appropriate experience. Location Albany, 
N. Y. Salary $7,000-$8,480. Positions under 
civil service, liberal vacation and sick leave 
allowances, Social Security, retirement, and 
insurance benefits. Write Richard H. Mattox, 
Director of Personnel, New York State De- 
partment of Health, 84 Holland Ave., Albany, 
N. Y. 


Assignments in Latin America for Graduate 
Nurses with advanced preparation and ex- 
perience in administration or supervision of 
nursing services in public health or hospitals 
and/or nursing education. Minimum of five 
years’ experience at supervisory, teaching, ad- 
ministrative, or consultant level essential. 
Working knowledge of Spanish, French, or 
Portuguese required for English-speaking ap- 
plicants. Working knowledge of English for 
Spanish-, French-, or Portuguese-speaking ap- 
plicants. Starting salary U.S. $6,000, plus 
cost-of-living allowance, tax reimbursable; 
health insurance, generous leave, and other 
benefits. Applications should write to: Pan 
American Health Organization, Regional Office 
of the World Health Organization, 1501 New 
Hampshire Ave., N.W., Washington 6, D. C. 


Headquarters: 


Albany, N. Y. 


Salary: 


Qualifications: 
M.D. degree. 


Submit curriculum vitae to: 


DIRECTOR, BUREAU OF HOSPITAL REVIEW 
New York State Department of Health 


Establish and carry out new state-wide program concerned with review of scope, quantity, 
and quality of hospital care, and direct studies and activities in the field of voluntary 
hospital insurance and medical economics. 


$18,000, with possibility of supplementation through university teaching appointment. 
For exceptionally qualified candidate a higher salary may be obtained. 


Three or more years in hospital administration and planning, or equivalent. 
Graduate education in hospital administration or public health desirable. 


Richard H. Mattox 

Director of Personnel 

New York State Department of Health 
84 Holland Ave. 

Albany, N. Y. 
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Salary: $840-$1,005 per month. 


and water resources management. 


sanitary engineering. 


Write air mail to: Personnel Officer 


Alaska Office Bldg. 
Juneau, Alaska 


SANITARY ENGINEER II 
Needed by 
STATE OF ALASKA 


Duties: Responsibility for planning program and activities in the field of waste disposal 
Program content and scope is coordinated with 
Federal Water Pollution Control activities and involves work in state phase of 
Federal WPC Construction Grant program; field surveys and reporting on water 
quality; inspection and enforcement in pollution problems; coordination and con- 
sultation on waste disposal problem activities with local health agency; consultation 
with professional engineering concerns on the design and operation of treatment 
facilities for municipal sewage, industrial wastes, and state and federal government 
installations, including facilities for radioactive wastes; review of plans for related 
work; and promotion of or active research work on special problems. 


Requirements: Graduation from college with engineering degree, registered professional 
engineer eligible for Alaska registration, and six years’ experience in professional 


Civil service, retirement benefits, and annual and sick leave. 


Alaska Department of Health and Welfare 


Director of Public Health Nursing— 
County Health Department (population 
82,000). Supervise staff of eight public health 
nurses. Requires bachelor’s degree and at 
least three years’ health department super- 
visory experience. Salary range $505-$607, 
with starting step negotiable to $554. Write 
Health Officer, County Health Department, 
P. O. Box 360, San Luis Obispo, Calif. 


Maternal and Child Health Nursing 
Consultant—Position with the State of Hawaii 
Department of Health, Bureau of Maternal 
and Child Health. Requires five years’ nurs- 
ing experience, of which three years must 
have been in public health nursing and involv- 
ing one year of teaching or supervisory re- 
sponsibility; graduation from nursing school 
and college; completion of a college program 
in public health nursing; and graduate study 
in obstetrical and/or pediatric nursing. Salary 
$6,156-$7,860 per annum. Write to Depart- 
ment of Personnel Services, State of Hawaii, 
825 Mililani St., Honolulu 13, Hawaii. 


Executive Director—Public Health Nurs- 
ing association. Own headquarters; 16-nurse 
staff; generalized nursing service. Administra- 
tive ability and M.A. degree desired. Salary 
open. Apply to Mrs. Fred P. Bamberger, 
Personnel Committee Chairman, 2906 Bayard 
Park Dr., Evansville, Ind. 
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Public Health Nurses—for immediate ap- 
pointment in urban and rural areas of 
Dutchess County, located about 75 miles east 
of New York City. Annual salary $4,490- 
$5,285; maximum reached in three years. Cars 
provided. Excellent personnel policies. Apply 
to Director of Nurses, Margaret Wells, 
Dutchess County Health Department, 236 Main 
St., Poughkeepsie, N. Y. 


Public Health Nurse III (District Ad- 
visory Nurse )—Give guidance and counseling 
to all public health nurses in a multiple-county 
area regarding community organization and 
relationships, program planning, public health 
nursing technics, records, and reporting. Re- 
sponsible for inservice education program for 
local public health nurses and evaluation of 
nursing services. B.S. degree with major in 
public health nursing and three years’ gen- 
eralized experience as a public health nurse. 
Special requirements: registration or eligibility 
therefor as a registered nurse in Wisconsin; 
certification or eligibility for certification as 
a public health nurse in Wisconsin. New 
salary range effective July 1, 1961: $6,072- 
$7,872. Civil service, vacation, sick leave. 
Social Security, insurance and _ retirement 
benefits. Write Ione M. Rowley, R.N., Di- 
rector, Public Health Nursing, 119 Monona 
Ave., Madison 3, Wis. 
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Public Health Supervising Nurse—Lee 
County Health Department. Bachelor’s degree 
in nursing and five years’ rural public health 
experience (M.P.H. desirable). Car essential; 
travel allowance paid. Salary $6,500-$9,000; 
vacation; sick leave; and retirement. Apply 
to John J. Johnson, M.D., Director, 316 West 
Third St., Dixon, Il. 


Public Health Nursing Director — 
Indianapolis and Marion County, Ind. Com- 
munity of 697,000 population. Generalized 
type of public health nursing service, includ- 
ing school health for 220 public and parochial 
schools, maternal and child health, tuber- 
culosis control, psychiatric follow-up, and ac- 
cident prevention. Present staff 126, including 
96 professional nurses. Salary $7,500-$8,000 
annually. Qualifications: master’s degree and 
minimum of five years’ experience in public 
health nursing, including at least three years’ 
experience in a supervisory or consultative 
capacity. For further information write 
Henry G. Nester, M.D., Director of Public 
Health, 307 City Hall, Indianapolis 4, Ind. 


Public Health Nurses—Generalized serv- 
ice in semirural area in the heart of the Red- 
wood Empire on northern California’s Pacific 
Coast. Year-round sports and recreation area; 
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furnished. Requires approved PHN prepara- 
tion. Experience desirable, but not essential. 
Write Director of Nursing, Humboldt-Del 
Norte County Health Department, 805 Sixth 
St., Eureka, Calif. 


Director—VNA of Lansing. Six-nurse staff. 
Degree in public health; administrative ex- 
perience preferred. Salary open. Apply to 
Mrs. Thomas Baker, Chairman, Personnel 
Committee, Greater Lansing Visiting Nurse 
Association, 615 North Capitol Ave., Lansing 
15, Mich. 


Public Health Nurse Consultant—Field 
director for challenging three-year county-wide 
project designed to raise standards of care in 
nursing homes. Part of action program on re- 
cently completed Chronic Illness Survey. Pro- 
ject in cooperation with Health Department. 
Entails working with a citizens’ committee, en- 
listing cooperation of nursing home proprietors, 
physicians, and hospitals, and consultation on 
nursing problems in the nursing homes. 
Bachelor’s degree and three years’ public 
health nursing experience. Some community 
experience desirable. Professional nursing 
training and public health nursing experience 
will be considered. Salary $7,000-$7,500, de- 
pending on qualifications, plus mileage. Write 


mild climate. Salary $439-549 in four years. Council of Social Agencies, P. Box 406, 
Thirty-seven and one-half-hour week. Car Niagara Falls, N. Y 
SANITARIANS 
Needed by 
STATE OF ALASKA 
Southeastern Southcentral Central and 
Salary: Alaska Alaska Northwestern Alaska 
Sanitarian I $525-$630 $555-$660 $585-$690 
Sanitarian II $600-$720 $635-$755 $670-$790 
Sanitarian III $685-$820 $720-$855 $755-$890 


Education requirements: 


Experience requirements: 


Sanitarian I —None. 


Write air mail to: Personnel Officer 


Alaska Office Bldg. 
Juneau, Alaska 


Graduation from accredited university with major study in basic sciences. 


Sanitarian II —Two years with health agency in field of sanitation. 


Sanitarian I11]—Four years of progressively responsible experience in field of sani- 
tation, including administrative, fiscal, and personnel responsibilities. 


Civil service, retirement benefits, annual and sick leave benefits. 


Alaska Department of Health and Welfare 
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Epidemiological Nurse—for new respira- 
tory virus disease project. Contact with 
doctors, hospitals, and patients. Field work. 
Salary based on background. Travel expenses 
paid. Tuition-exempt courses possible. Tennis, 
swimming, skiing in this year-round recrea- 
tion area. Send résumé to Personnel Office, 
University of Vermont, Burlington, Vt. 


Chronic Disease Consultant Nurse—Par- 
ticipate in planning and conducting inservice 
education programs in cardiovascular disease 
for nurses. Develop and evaluate materials ap- 
propriate for implementation of nursing activi- 
ties in the control program. Participate in 
over-all and local program planning, and in 
screening programs. Bachelor's degree in pub- 
lic health nursing or advanced preparation 
in nursing specialty; four years’ experience in 
public health nursing, including one in super- 
vision or advisory capacity. New salary range 
effective July 1, 1961: $6,912-$8,952. Civil 
service, vacation, sick leave, Social Security, 
insurance and retirement benefits. Write R. J. 
Siesen, Personnel Officer, State Board of 


Health, Madison 2, Wis. 


Assistant State Director of Public 
Health Nursing—Give consultation to public 
health personnel in all phases of public health 
nursing, including inservice education; pre- 
pare manuals, guides, etc., for public health 
nurses; assist in administration of program. 
Bachelor's degree in public health nursing 
minimum preparation; master’s degree desir- 
able; four years’ experience in public health 
nursing, including two in administration or 
supervision. New salary range effective July 
1, 1961: $7,512-$9,732. Civil service, vacation, 
sick leave, Social Security, insurance and re- 
tirement benefits. Write Miss lone M. Rowley, 
R.N., Director, Public Health Nursing, 119 
Monona Ave., Madison 3, Wis. 


Public Health Engineer—Salary $9,101- 
$10,001 per year. Challenging position with 
a progressive suburban Health Department 17 
miles west of downtown Detroit. Many liberal 
fringe benefits. Three years’ experience re- 
quired. Apply: Wayne County Health Depart- 
ment, Eloise, Mich.; CRestwood 42800. 


Sanitary Engineer—to direct Sanitation 
Division, Monroe County, Mich.; population 
101,000. Starting salary $8,000, advancing to 
$10,000. Requirements: graduate civil en- 
gineer from a university of recognized stand- 
ing: three years’ experience in public health; 
and a master’s degree in public health or re- 
lated field. Contact Dr. C. D. Barrett, Di- 
rector, Monroe County Health Department, 
Monroe, Mich. 


Public Health Engineer — Needed by 
Canal Zone Government. Salary for United 
States citizens is $8,043.75, with definite pro- 
motional possibilities. This is a training posi- 


1454 


tion and a master’s degree in public health 
is desirable as a base for future broadening of 
duties. Work will involve environmental sani- 
tation; insect and rodent control; inspection 
of various facilities, such as _ restaurants, 
schools, swimming pools, etc.; liaison with 
other United States government agencies and 
the Republic of Panama. Fringe benefits in- 
clude free transportation to Canal Zone for 
appointee, dependents and household goods; 
eight weeks’ leave with pay annually; vaca- 
tion in the United States every two years with 
round-trip travel for employee and dependents 
at government expense; retirement benefits 
of the United States Civil Service Commis- 
sion; and government subsidized health and 
life insurance. Write to John P. Smith, Jr., 
Chief, Sanitation Division, Balboa Heights, 
Canal Zone. 


Hospital Microbiologist—Position as as- 
sistant microbiologist open in Department of 
Pathology, Sinai Hospital, Baltimore 15, Md. 
Duties: diagnostic and developmental micro- 
biology. Qualifications required: M.S. degree 
with general competence bacteriology, 
virology, and serology. Practical diagnostic 
experience is required. Starting salary $6,000- 
$6,500, depending upon qualifications. New 
hospital center with modern facilities. Paid 
annual vacation, holidays, sick leave, excellent 
pension plan. Address inquiries to Tobias 
Weinberg, M.D., Pathologist-in-Chief, Depart- 
ment of Pathology, Sinai Hospital, Baltimore 
15, Md. 


Medical Records Librarian—An unusual 
opportunity to set up a medical records system 
in a new dynamic Mental Health Center. Must 
be registered, and must be well trained and 
capable. Position available immediately. 
Starting salary $405-$492, depending on quali- 
fications. Attractive fringe benefits and work- 
ing conditions. Contact Personnel Director, 
Fort Logan Mental Health Center, P. O. Box 
188, Fort Logan, Colo. 


Public Health Sanitarians—The Phila- 
delphia Department of Public Health has sev- 
eral challenging career opportunities for sani- 
tarians in its generalized environmental health 
program. Salary $5,615-$6,438. Liberal fringe 
benefits: sick and vacation leave; group life 
insurance; hospitalization; and Blue Shield. 
Excellent opportunities for advancement. Con- 
tact B. R. Franklin, Community Health Serv- 
ices, 500 South Broad St., Philadelphia 46, Pa. 


Consultant, Psychiatric Social Work— 
Challenging opportunity for psychiatric social 
worker with child guidance clinic experience 
and professional maturity. Public health focus 
on primary prevention reaching all facets of 
everyday family and community living. Crea- 
tive educational work with parents, lay per- 
sons, nurses, public health personnel, teachers, 
and others. Consultation and inservice pro- 
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cedures emphasized. Assignment to district 
public health team serving several counties. 
Experimental and pioneering attitude essen- 
tial. Master's degree and several years’ paid 
experience, including some in a standard com- 
munity child guidance clinic. Salary $6,912- 
$8,952. Civil service benefits. J. L. Wardlaw, 
Jr., M.D., State Board of Health, Division of 
Child Guidance, Madison 2, Wis. 


Clinical Psychologist—Challenging 
portunity for clinical psychologist with child 
guidance clinic experience and professional 
maturity. Public health focus on primary 
prevention reaching all facets of everyday 
family and community living. Creative edu- 
cational work with parents, lay persons, nurses, 
public health personnel, teachers, and others. 
Consultation and inservice procedures em- 
phasized. Assignment to district public health 
team serving several counties. Experimental 
and pioneering attitude essential. Comple- 
tion (except for dissertation) of academic 
requirements for Ph.D. in clinical psychology, 
supplemented by paid experience in standard 
three-member community child guidance clinic. 
If M.A., must have four years’ experience, 
three of which have been paid, including some 
in community child guidance clinic. Salary 
$7,512-$9,732. Civil service benefits. J. L. 
Wardlaw, Jr., M.D., State Board of Health, 
Division of Child Guidance, Madison 2, Wis. 


Health Educator (Experienced)—for 
well organized County Health Department in 
Michigan. Apply to Box HE-99, Employment 
Service, APHA. 


Public Health Educator—to direct health 
education program for city of St. Louis. 
Master’s degree and three years’ experience in 
public health education required. Salary $592- 
$719 per month. Civil service benefits. Write 
Department of Personnel, 235 Municipal 
Courts Bldg., St. Louis 3, Mo. 


Health Educators—New York City Health 
Department. Entrance level career positions; 
$5,150-$6,590. Requires completion of at least 
half of work for M.P.H., or one year of ex- 
perience, to take civil service examination in 
New York City on November 29. M.P.H. or 
equivalent for appointment. Four weeks’ vaca- 
tion, top fringe benefits. Applications from 
Mr. Arnold Rosen, New York City Personnel 
Department, 299 Broadway, New York 7, N. Y. 


Public Health  Statistician—to head 
bureau of Vital Statistics of the city of St. 
Louis. Master's degree in biostatistics re- 
quired. Must be United States citizen. Salary 
$621-$755 per month. Civil service benefits. 
Write Department of Personnel, 235 Municipal 
Courts Bldg., St. Louis 3, Mo. 


Research Statisticians—for Connecticut 
Department of Health. Do statistical inquiries 
and presentations in the field of public health. 
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Need college and two years’ statistical research, 
or M.P.H. and one year’s statistical research. 
Salary range $4,740-$6,020. Many fringe bene- 
fits. Alert, professional staff. Expanding de- 
partment offers good promotional opportuni- 
ties. For more information, write Bradley 
Dearington, 324 State Office Bldg., Hartford, 
Conn. 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320-$5,400 
per year, plus liberal travel allowance. Write 
to J. H. White, M.D., Director, Weld County 
Health Department, P. O. Box 521, Greeley, 
Colo. 


Public Health Educator II1I—Initiate and 
develop school-community health education 
programs in a multicounty district. Desirable 
qualifications: M.P.H. degree, plus two years’ 
experience in health education; sound work- 
ing knowledge of principles of education and 
methods of teaching. Salary starts at $6,072; 
maximum $7,872. Travel allowance, vacation, 
sick leave, retirement, group insurance plans. 
Write R. J. Siesen, Personnel Officer, State 
Board of Health, Madison 2, Wis. 


Public Health Educator—Needed by the 
Pennsylvania State Department of Health. 
Salary range $6,390-$8,580. Requires master’s 
degree in public health education and two 
years’ experience. Merit system position; lib- 
eral personnel policies; excellent retirement 
system. For further information or applica- 
tions, please write Mr. Andrew L. McCabe, Di- 
rector of Personnel, Pennsylvania Department 


of Health, P. O. Box 90, Harrisburg, Pa. 


Dentist—with M.P.H. or public health ex- 
perience, for city of 82,000 and county of 
169,000 (three colleges), with active, respected 
public health program. Full cooperation of 
local practicing dentists. Salary $9,480-$11,760. 
E. F. Hersey, M.D., Director, Kalamazoo 
County Health Department, City Hall, Kala- 
mazoo, Mich. 


Health Educator—Male or female, with 
M.P.H. or equivalent experience, for city of 
82,000 and county of 169,000, with active, 
respected public health program. Three col- 
leges. Salary $5,760-$7,200, plus usual fringe 
benefits. E. F. Hersey, M.D., Director, Kala- 
mazoo County Health Department, City Hall, 
Kalamazoo, Mich. 


Dental Hygienist—Salary $458-$556. For 
County Health Department education program. 
Duties include teaching, consulting, and pub- 
licizing dental health. All civil service bene- 
fits. Requires possession of or eligibility for 
a California Dental Hygienist’s certificate and 
one year of dental hygiene experience. Apply 
Alameda County Civil Service Commission, 
232 14th St., Oakland, Calif. 
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POSITIONS WANTED 


On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Public Health Physician—Age 42; M.P.H.; 
member, American College of Preventive Medi- 
cine. Eleven years’ experience in top public 
health positions, Formerly associate professor 
of preventive medicine. Considerable overseas 
experience. Five languages. Presently em- 
ployed as district health officer. Box PH-18, 
Employment Service, APHA. 


Nurse Administrator, Consultant—Fe- 
male, single, graduate of outstanding school. 
M.A., good experiential background. Prefer 
industry, but would consider hospital adminis- 
tration, teaching on master’s level, collegiate 
deanship, health education, research. Will re- 
locate in the United States or abroad. Inter- 
ested in permanent position with progressive 
organization. Presently employed. Box C-58, 
Employment Service, APHA. 


Memorial to Mental Health Champion 


The Albert Deutsch Memorial Foun- 
dation has been established to honor 
the distinguished historian, scholar, and 
journalist who died suddenly at the age 
of 55 on June 18 in England, where he 
was attending a meeting of the World 
Federation of Mental Health. Albert 
Deutsch was perhaps most widely known 
through his journalistic efforts to im- 
prove the care of the mentally ill. He 
was a member of the American Public 
Health Association. 

Julius Schreiber, M.D., is the presi- 
dent of the foundation. There are six 
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vice-presidents. Attorney David Bress 
of Washington, D.C., is secretary-treas- 
urer. The foundation plans an annual 
journalist’s award and the publication 
of a memorial volume of his writings. 
It welcomes gifts in his memory and 
wishes also to obtain anecdotal material, 
letters, and other manuscripts that would 
be helpful in preparing his biography. 
Gifts (payable to the Albert Deutsch 
Memorial Foundation) and other com- 
munications should be addressed to the 
foundation at Room 1130, Dupont Circle 
Building, Washington 6, D. C. 
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BOOK REVIEWS 


All reviews are prepared on invitation. 


CLINICAL TOXICOLOGY—By C. J. Polson 
and R. N. Tattersall. Philadelphia, Pa.: Lippin- 
cott (East Washington Square), 1959. 589 pp. 
Price, $10.00. 


This is a book intended to describe 
the clinical features of poisoning in the 
home. It was written by two English 
physicians from Leeds, printed and pub- 
lished in Great Britain in 1959, but 
not distributed in the United States 
until 1961. The senior author (Polson), 
who is a professor of forensic medi- 
cine and has both legal and medical 
degrees, as anticipated from his asso- 
ciation with the coroner’s office, has 
given the book an over-all emphasis 
on legal medicine and coroner’s cases. 

After a brief section (50 pages) on 
general considerations of poisons, the 
bulk of which is devoted to British laws 
for dispensing potentially poisonous 
pharmaceuticals and with only four 
pages on the general aspects of the 
treatment of poisoning, the remainder 
of the book is devoted to an individual 
consideration of 37 specific poisons or 
groups of poisons. Here, too, for the 
most part the emphasis is on the forensic 
aspects of the problem rather than on 
details of treatment. 

Many of the numerous case histories 
are interesting and one in particular, 
describing some expert medicolegal de- 
tection in gaining a criminal conviction 
in the case of homicide where an over- 
dose of insulin was deliberately injected, 
reads like an absorbing modern mystery 
novel. 

Discussions of many of the potentially 
poisonous household substances that are 
frequently ingested accidentally in the 
United States, such as kerosene, gaso- 
line, bleaches, detergents, DDT, and 
other insecticides, were not noted in 
the book. In addition, there were few. 
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if any, descriptions of the more recent 
general methods of treating severe cases 
of poisoning such as hemodialysis (arti- 
ficial kidney), peritoneal dialysis, and 
exchange transfusions. However, the 
descriptions of the specific and group 
poisons included are well documented 
and indexed for easy referral. 

In the reviewer's opinion the authors 
deserve credit for refusing to reprint 
the routine admonitions against gastric 
lavage for corrosive hazards. The re- 
viewer, although guilty of this himself 
eight years ago, has for the past few 
years shared the authors’ feelings that 
cautions against gastric lavage and in- 
duced vomiting in treating ingestions of 
corrosives are based more on textbook 
dogma or theory than on controlled 
scientific fact. Epwarp Press 


HEART DISEASE, BLOOD PRESSURE AND 
STROKES—By C. A. D'Alonzo. Houston, 
Tex.: Gulf Publishing (330! Buffalo Drive), 
1960. 159 pp. Price, $3.50. 


As assistant medical director at 
DuPont, the author has been in that 
fortunate position in occupational health 
of having the opportunity to study a 
large population at regular intervals 
over the 20-to-40-year period of life, 
during which the so-called degenerative 
diseases develop. This book evolved 
out of that experience to provide an 
authoritative explanation of the diseases 
of the heart and circulatory system for 
the layman. 

Following a description of symptoms 
which might indicate cardiac or vas- 
cular disturbance, the working of the 
heart is presented in a lucid and inter- 
esting manner. The various anomalies 
are given in detail with just enough 
technical information for the nonmedi- 
cal reader seeking a working under- 
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standing of this subject. The major 
conditions treated fully are murmurs, 
high and low blood pressure, coronary 
artery disease, strokes, arteriosclerosis, 
angina, and heart failure. Some of the 
less frequent heart and vascular condi- 
tions are dealt with in lesser detail. The 
topics are well organized into subsec- 
tions—symptoms, causes, and treatment. 

An excellent discussion of arterio- 
sclerosis and its dietary implications is 
presented. The author should be credited 
with also giving thoughtful considera- 
tion to the emotional component. 

The text is highly readable, with an 
occasional light touch of humor. Aside 
from its value to the individual reader, 
this volume can fill a need in adult 
health counseling, particularly in occu- 
pational health and preparation for re- 
tirement programs. 

Marvin H. Burton 


GOOD HEALTH—PERSONAL AND COM- 
MUNITY—By Benjamin F. Miller and Zelma 
Miller. Philadelphia, Pa.: Saunders (West 
Washington Square), 1960. 546 pp. Price, 
$6.00. 


The authors have produced what 
probably will prove to be another use- 
ful and illuminating outline of current 
medical data for college-age persons. It 
accomplishes what the authors hoped 
for: “an ‘alertist’ instead of either an 
‘alarmist’ attitude toward _ personal 
health or a shaky trust in ‘blind luck.’ ” 

Readable and comprehensive, this text 
reflects sound judgment in beginning 
with “The Emotional Life” before plung- 
ing into basic physiology, nutrition, and 
hygiene. While the authors seem to 
be encumbered a bit by a strong medi- 
cal orientation and a sense of the medi- 
cal mystique pervades much of their 
material, they also more often than not 
deal with the reasons why, the preven- 
tive aspects, and stress repeatedly the 
responsibility of the individual. 

It is heartening, for example, to see 
the stress placed on interpersonal rela- 
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tions both in the sections on emotive life 
and on the section on “Marriage.” A 
sound basis for intelligent and informed 
consideration is given in the related 
areas of sexual attitudes and physiology. 

Somewhat in contrast to the effective 
presentation of personal health and dis- 
ease material is the rather brief treat- 
ment of community health. And since 
the authors are addressing themselves 
to college students—hopefully, commu- 
nity leaders of the future—it is regret- 
table that this opportunity was not fur- 
ther exploited. Withal, however, this is 
a sound and useful text for the 1961 


college student. Howarp ENNEs 


THE TEEN-AGE YEARS. A Medical! Guide for 
Young People and Their Parents—By Arthur 
Roth. Garden City, N. Y.: Doubleday, 1960. 
288 pp. Price, $3.95. 


Those who decry the increasing spe- 
cialization of medicine may protest this 
book devoted to ephebiatrics. However, 
Dr. Roth makes a convincing case for 
the need to view as “special” the physi- 
cal and emotional ills of adolescents 
caught in the middle ground between 
pediatrics and general adult practice. 

The book is a well written, well or- 
ganized attempt to profile what a doctor 
for teen-agers has learned. He lays at 
rest the old ghost of “normal” develop- 
ment and discusses the enormous range 
in physical and emotional maturity the 
teen years represent. Public health 
workers will be pleased, too, with the 
emphasis on total fitness rather than 
just physical competence. 

Full discussion of the physical and 
emotional aspects of changes from hoy 
to man, girl to woman are included and 
only slightly reduced in effectiveness by 
section heads such as, “Heterosexual 
Gratifications.” Also covered are com- 
mon complaints of this age group, such 
as being tired, lazy, dizzy, weak, skin 
problems, headaches, backaches, and 
bellyaches. In each case, the author 
remains carefully aware of emotional 
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roots of physical ills, pointing out,. for 
example, that “unconscious or subcon- 
scious stresses affecting the individual’s 
entire life may lead to a splitting head- 
ache. Once again, proper diagnosis is 
essential to proper treatment.” 
Attention is given to respiratory in- 
fections, heart, eye and ear problems, 
the genitourinary system, orthopedic 
conditions, teeth and diet, a warm and 
understanding chapter on living with 
handicaps, discussion of medical emer- 
gencies, contagious disease, and a gra- 
tuitous section on mental health. 
Despite clear, easy writing and occa- 
sional headings such as “Inside and 
Outside Plumbing,” the teen-ager would 
be less helped by this book than his 
parents. Its relaxed, yet concerned and 
interested tone would go far to ease 
parental anxiety. Dr. Roth likes his 
patients and points out, “The pessimism 
that so many adults express about the 
‘mixed-up generation’ was shared by me 
until | got to know many adolescents 
at first-hand. Now I am much more 
optimistic about their future—and the 
world’s.” WALLAce FULTON 


HELPING THE ELDERLY TO LIVE AT HOME 
—By Kenneth Hazell. London, England: The 
Central Council for Health Education (Tav- 
istock House North, Tavistock Square), 1960. 
39 pp. Price 2/-. 


The aim of the Central Council for 
Health Education’s pamphlet is stated 
in its title. In content, this is a collec- 
tion (nonalphabetical nor in any other 
logical sequence familiar to the layman) 
of factual paragraphs concerning com- 
mon problems encountered in the care 
of older patients. The information is 
useful and accurate in the main. It 
appears to exhibit, however, little in- 
sight as to the concern and capacity 
of the individuals involved. 

The effect, regrettably, is to high- 
light a multiplicity of problems to such 
a degree that the total impact is defi- 
nitely negative. It is not “helpful” in 
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aiding the relatives of an older person 
to deal constructively and warmly with 
an increasingly common and heart-ren- 
dering circumstance of today’s family 
life. 

This pamphlet, of course, is related 
specifically to experience in the United 
Kingdom and is written from the per- 
spective of that cultural pattern. It 
might stand, however, as an incidental 
object lesson of how not to encourage 
personal and family responsibility. 

Howarp ENNES 


YOU AND YOURS. HOW TO HELP OLDER 
PEOPLE—By Julietta K. Arthur. Phildelphia, 
Pa.: Lippincott (East Washington Square), 
1960. 315 pp. Price, $1.95. 


As is pointed out in the introduction, 
“This is a book of specifics for the 
alleviation, control, and cure of tensions, 
frustrations, and heartaches.” With a 
crisp, no-nonsense approach, the author 
gets at the problems adults face with 
their elderly parents and relatives. 

Material is drawn from a wide range 
of sources which adds to the practical 
tone of the book but also suggests the 
author’s concern to provide the best 
answers to troublesome situations. Find- 
ings of distinguished family research 
sociologists are quoted as are the guides 
of community agencies and the writings 
of noted geriatricians. 

The author lays down rules for get- 
ting along with older people and puts 
to rest many misconceptions. She also 
talks about normal processes of aging, 
diet needs (quoted from the New York 
City Department of Health food guide 
for older folk), ways to finance retire- 
ment, questions of working or not, how- 
to steps for active leisure, and the hard 
problem of learning to leave the well 
enough alone. 

Another chapter is devoted to the pros 
and cons of homes for the aged, and 
is followed by an excellent discussion 
of substitute homes. The author gives 
careful attention to the special problems 
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of the sick old with suggestions for 
community care and further helps for 
the mentally ill. The final chapter, 
which is titled “Useful Information for 
Special Problems,” does a superb job of 
condensing and ordering a great deal 
of material that serves as a convenient 
reference. 

The value of the host of sound, prac- 
tical suggestions is tempered by a feel- 
ing that three-generational family living 
is a pretty grim, problem-ridden busi- 
ness with little or no sunshine. Oppor- 
tunities are missed to point up the fasci- 
nation the four-year-old experiences in 
hearing about the horse-and-buggy ex- 
istence of grandmother. Here telescoped 
memory is a plus, helping to give new 
depth and meaning to life for the 
youngster and providing a willing ear 
for the aged—thus bridging the middle 
generation too often wrapped up in 
awareness of just the tensions and heart- 
aches of families that span three-quar- 
ters of a century. WALLACE FULTON 


YOU CAN PREVENT ILLNESS—By Edward 
R. Pinckney. Philadelphia, Pa.: Lippincott 
(East Washington Square), 1960. 157 pp. 
Price, $3.50. 


There is a good deal of sound health 
counseling here for the intelligent lay- 
man. From the dual vantage points 
of internal and preventive medicine, the 
author has written a fairly comprehen- 
sive guide for family health protection 
and maintenance. 

As we might expect, such routine 
subjects are dealt with as periodic ex- 
aminations, immunizations (a compre- 
hensive reference table is given), occu- 
pational health, travel safety, dentistry, 
and nutrition. But also included are 
some highly desirable new considera- 
tions for the nonprofessional reader. A 
chapter on preventing illness in the 
home covers the human factor in home 
accidents, eye health, and allergies, as 
well as many suggestion for avoiding 
the spread of infection by instituting 
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simple practices. A discussion of envi- 
ronmental relationships in disease cau- 
sation is contained in a chapter on 
ecology. Such factors as heredity, social 
customs, and climate are mentioned as 
only a few of the many aspects of a 
total approach to illness. The necessity 
of preparing for the financial burdens 
of catastrophic long-term illness through 
some form of insurance is emphasized 
in a chapter wisely subtitled “Caveat 
Emptor.” Each chapter is concluded 
with a list of specific recommendations 
for follow-up action. 

Throughout the book two recurring 
themes seem to be woven into the 
pattern of preventing illness. The first 
is that the primary responsibility for 
staying healthy rests with the individual 
—he has to be willing to change certain 
of his habits, seek information, demand 
(and be willing to pay for) services. 
The second is that a close and continu- 
ing relationship with a family physician 
is essential to adequate preventive health 
practice. Nearly every chapter con- 
tains a counsel to follow through with 
a physician. 

This book should prove useful to 
those working in adult health counseling 
and education programs, although one 
wishes that more technical information 
were supplied. The appetite is but 
whetted. Marvin H. Burton 


ADVANCES IN VIRUS RESEARCH. Vol. 7— 
Edited by Kenneth M. Smith and Max Lauffer. 
New York, N. Y.: Academic Press (111 Fifth 
Ave.), 1961. 397 pp. Price, $10.00. 


This volume consists of ten chapters 
contributed by investigators represent- 
ing the United States, Great Britain, 
and U.S.S.R., and presents material of 
interest to animal and plant virologists 
as well as to biochemists and biophysi- 
cists. Although not intended to be a 
text, the book deals with a number of 
current concepts and recent develop- 
ments of importance to the student of 
virology. 
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Ranging in scope from biological stud- 
ies on animal viruses to chemical and 
physical studies on the plant viruses, 
it well illustrates the problems confront- 
ing investigators in both fields. The 
reader is impressed with the elegant 
biological investigations which may be 
performed with animal viruses and the 
difficulties encountered by plant virolo- 
gists in attempting to perform similar 
experiments. In the field of plant vi- 
rology, however, a tremendous amount 
of knowledge has been acquired regard- 
ing the chemical and physical properties 
of the viruses. Considerable information 
on investigations of the fine structure 
of plant viruses is presented. 

Specific subjects discussed in this vol- 
ume include the replication of polio- 
viruses in host cells, immunological 
studies on measles, canine distemper and 
rinderpest viruses, poxvirus transforma- 
tions, factors involved in nonspecific 
resistance to viral infections, properties 
of the polyoma virus, and _ biological 
and physical studies on plant viruses. 

This volume constitutes a timely and 
well rounded addition to an excellent 
series. NATHALIE J. SCHMIDT 


DISCUSSIONS ON CHILD DEVELOPMENT. 
Vol. IV. The Proceedings of the Fourth Meet- 
ing of the World Health Organization Study 
Group on the Psychobiological Development 
of the Child, Geneva, 1956—Edited by J. M. 
Tanner and B. Inhelder. New York, N. Y.: 
International University Press (227 West 13th 
St.), 1960. 186 pp. Price, $5.00. 


This volume reports the last of the 
WHO-sponsored meetings on the psy- 
chobiological development of the child. 
The book is a slender volume; the sci- 
entific content is very substantial. In 
bringing together psychoanalyst, psy- 
chiatrist, psychologist, ethologist, anthro- 
pologist, electrophysiologist, and _biolo- 
gist, interdisciplinary discussion 
group composed of most distinguished 
scholars was set into operation. The re- 
sult was education “at the truly pro- 
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fessorial level,” as the editors opine 
in their foreword. The interested reader 
is afforded an opportunity to participate, 
at least remotely, in the educational 
process. Those already engaged in re- 
search are most likely to benefit from 
reading this book. In his preface, Pro- 
fessor G. R. Hargreaves advises the 
reader to prepare for this volume by 
reading the first three. A book for seri- 
ous study and for repeated readings, it 
merits the careful attention of anyone 
concerned with advancement of scien- 
tific knowledge in this important field. 

Part I is not in discussion form, But 
is composed of a number of papers cir- 
culated among the participants before 
the meeting. Professor J. Piaget's 
paper, “The General Problems of the 
Psychobiological Development of the 
Child,” is the basic document. Not only 
does this paper attempt to harmonize 
the different viewpoints expressed in the 
first three meetings but also to identify 
the questions to be answered. Other 
members of the study group, Lorenz, 
Bowlby, Mead, Walter, Tanner, Zazzo, 
and von Bertalanffy, each prepared re- 
sponses to the paper and the specific 
questions. The first part is concluded 
by a summary paper by Piaget written 
after the discussions were held. 

Part II is composed of the edited 
discussions. The titles give some notice 
of the content: “Equilibration and the 
Development of Logical Structures”; 
“Definition of Stages of Development”; 
“Psychosexual Stages in Child Develop- 
ment”; and “General System Theory 
and the Behavioural Sciences.” For the 
most part, these are lengthy scholarly 
commentaries. Now and then, how- 
ever, the exchanges between participants 
are brief and lively. This reviewer 
believes that these are fully as repre- 
sentative of the kinds of exchanges 
which must have taken place as the 
longer, more learned discourses. Un- 
doubtedly, space considerations pre- 
vented the editors from including more 
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of the less formal transactions. Perhaps 
other readers would have welcomed the 
inclusion of more of this lighter fare 
to help digest the heavier. 

Marvin E. Perkins 


HOME CARE. Hospital Monograph Series 
No. 9—By David Littauer; |. J. Flance; and 
A. F. Wessen. Chicago, Ill.: American Hos- 
pital Association (840 North Lake Shore 
Drive), 1961. 110 pp. Price, $2.75. 


This is another report of an ongoing 
program of home care provided by a 
hospital, in this instance the Jewish Hos- 
pital of St. Louis. The authors describe 
the program and detail the experience 
gained in the first eight years. They 
compare 15 other home care programs 
with their own and find many similari- 
ties, particularly among hospital-based 
programs. They conclude that hospital- 
based programs tend to provide more 
intensive and comprehensive services 
than community-based programs and 
that the deployment of staff varies with 
the professional identification of the 
director. 

This is a straight-forward descriptive 
monograph that adds little but another 
chapter and an up-to-date bibliography 
to the literature on home care. It is 
somewhat disappointing to find so few 
general principles propounded as a re- 
sult of the analysis. The use of foster 
homes and the association with nursing 
homes that is described, on the other 
hand, is useful new information. Like 
many others the directors of the Jewish 
Hospital program found difficulty in en- 
couraging private physicians to make 
use of their facilities. It is possible that 
a good deal more education of practic- 
ing physicians to the values of team- 
work inherent in a properly organized 
home care program will be necessary 
before much further progress is made. 

New directions and areas for research 
in home care appear in the section on 
conclusions. The authors indicate the 
need for a guide for standards of per- 
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formance and suggest that research is 
especially needed concerning the ad- 
vantages—therapeutic, social, psycho- 
logical, and fiscal—of home care as 
compared with other kinds of care for 
specific health problems. One wonders 
why they did not attempt to explore 
some of these problems more thoroughly 
themselves. Georce G. READER 


LIVER CIRRHOSIS MORTALITY AS A 
MEANS TO MEASURE THE PREVALENCE 
OF ALCOHOLISM. Studies on the Appli- 
cability of the Jellinek Formula for the 
Estimation of the Number of Alcoholics in 
Finland—By Kettil Bruun; Esko Koura; Robert 
E. Popham; and John R. Seeley. Helsinki, 
Finland: Finnish Foundation for Alcohol Stud- 
ies, 1960. 115 pp. 


Being of joint Finnish and Canadian 
authorship, part of this book is written 
in English and part in Finnish. How- 
ever, chapters in one language have 
good summaries in the other, and tables 
and figures have titles and column head- 
ings in both. The whole volume is, 
therefore, readily interpretable to readers 
in either language. 

It is a research monograph. Consid- 
erable data on the prevalence of both 
liver cirrhosis and alcoholism in Fin- 
land have been collected, and for this 
reason the book will be valuable for re- 
search workers concerned with these con- 
ditions. In this reviewer’s opinion, the 
work would have had even greater 
value if (1) more serious attempts had 
been made to deal with the problem 
of operational definition of the two 
diseases under study, and (2) if the 
results had been interpreted for their 
relevance to the problems of liver cir- 
rhosis and alcoholism per se, rather than 
for the purpose of deriving components 
of an arbitrary “formula.” The Jellinek 
“formula” has never been shown to 
give a better estimate of the prevalence 
of alcoholism (whatever that is) than 
an educated guess (or even an unedu- 
cated one), and, in any case, its com- 
ponents are so specific to time and 


VOL. 51, NO. 9, A.J.P.H. 


| 
3 | 
| 
| 
| 


place that it is more trouble to get 
the data necessary to use the formula 
in any accurate way than it would be 
to approach the problem directly. It 
is surprising, in view of the authors’ 
clear recognition of the deficiencies of 
the formula, that they should build their 
analysis around it. 
Brian MacManon 


PARENTS OF THE HANDICAPPED—By 
Alfred H. Katz. Springfield, Ill: Thomas 
(301-327 East Lawrence Ave.), 1961. 155 pp. 
Price, $6.00. 


When the author started to gather 
material for this study there were at 
least 30 national self-organized parent 
groups, each organized to combat a 
single disease or handicap! Dr. Katz 
presents detailed “case histories” of four 
of these, concerned with cerebral palsy, 
retarded children, emotionally disturbed 
children, and muscular dystrophy. On 
the basis of interviews, written materials, 
correspondence, and group discussions, 
he considers them with respect to the 
motives of their founders; their origins 
and organizational development; their 
relationships with community agencies; 
the attitudes of members, leaders, and 
professional workers to the groups; the 
character and degree of parent partici- 
pation; their resemblances and dissimi- 
larities to other voluntary agencies; their 
development of professional services; 
and their utilization of professional staff. 

Adding to the value of the straight- 
forward information about these groups 
are the historical, sociological, and 
psychological dimensions which the au- 
thor alludes to at appropriate moments. 
There is discussion of the professional’s 
lack of confidence in the potential of 
lay groups for services based on mutual 
aid; the “uncoordinated, fragmented, 
and highly competitive health agency 
environment”; our American tendency 
to stress private initiative and voluntary 
rather than governmental action; and 
the broad community-organization prob- 
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lems created by the “pressures of par- 
ents, organizational inexperience and 
immaturity, the seemingly chaotic mul- 
tiplicity of emotionally-driven special 
interest groups.” 

As documented by Dr. Katz, these 
groups have made substantial contribu- 
tions to parents and children, and to 
professional practice and knowledge. 
They also force attention to the issues 
of membership or citizen participation 
and of representation of “consumers” at 
policy making levels. These groups have, 
in the main, established democratic 
processes, while differing from the tra- 
ditional patterns of volunteer help in 
American social welfare in that parents 
do retain some voice in management 
and policy. 

The author reports considerable agree- 
ment among professionals that these 
parent groups are a significant phenome- 
non, that they will continue to exist 
and be created, and that established 
agencies would do well to understand 
them better and influence them wisely. 

Irvinc S. SHAPIRO 


MENTAL HEALTH AND FINANCIAL MAN- 
AGEMENT: SOME DILEMMAS OF PRO- 
GRAM BUDGETING. Research Report No. 3 
—By Stanley T. Gabis. East Lansing, Mich.: 
Michigan State University, Bureau of Social 
and Political Research, 1960. 68 pp. 


This is a report of a study of the 
problems and possibilities of program 
budgeting for mental hospitals. Not a 
pretentious study at all, it is based 
mainly upon a limited survey of one 
Michigan state mental hospital. The re- 
port is useful, notwithstanding the 
modest proportions of the basic inquiry, 
because the author has made a scholarly 
effort to describe areas of conflict which 
have developed because of contending 
value systems in the administration of 
a mental hospital. By presenting a 
little of the history of management de- 
velopment in the budget field, the report 
may enable the reader to understand 
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the limitations of methods borrowed 
from private enterprise and applied to 
public service. Also to be understood, 
on the other hand, are the limitations 
of present mental health programs in 
being able to receive, with profit, man- 
agement methods dependent upon pro- 
duction in readily standardized units. 

The surge of interest in program 
budgeting perhaps stems from the first 
report of the Hoover Commission in 
1949. Reflecting this interest, manage- 
ment personnel in government more and 
more have come to advocate replacement 
of old style, object-code budgeting by a 
rational process of steps from operations 
to appropriations. This process ideally 
aims “to maximize performance in re- 
lation to investment, to relate specific 
performance to program achievement, to 
guarantee in advance what will be done 
with resources, and to provide manage- 
ment with the tools for flexible and 
efficient use of resources.” The question 
at the center of the study is whether 
these aims are adaptable to a state 
mental hospital. 

The author’s inquiry led to identifica- 
tion of dilemmas resulting from appli- 
cation of the concepts of activity costing 
and performance controls to a_ state 
mental hospital in which object codes 
were retained for financial control. 
Among the dilemmas highlighted: (1) 
in the absence of reliable standards of 
performance, the need for effective pro- 
graming with accountability; (2) under 
a restrictive fiscal policy (permitting 
little more than custody), the need for 
programing based on application of pro- 
gressive therapeutic considerations; (3) 
in lieu of real evaluation, the collection 
of quantitative performance data does 
not replace the need for qualitative re- 
ports attuned to therapeutic objectives. 

This book will hold little interest 
for any but those engaged in mental 
health administration. However, for 
anyone who is concerned with mental 
health program budgeting, the book 
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should be welcomed as a good, brief 

guide to a field of public administra- 

tion of importance to the administrator. 
Marvin E. Perkins 


HEALTH SUPERVISION OF YOUNG CHIL- 
DREN IN CALIFORNIA—By Ralph C. Horn- 
berger; Jean Claire Bowman; Harry N. 
Greenblath; and Leslie Corsa, Jr. Berkeley, 
Cailf.: State of California Department of Pub- 
lic Health, 1960. 134 pp. (Single copies 
available to professional health workers upon 
request.) 

“Notwithstanding past contributions, 
of what present value is well-child health 
supervision and, in particular, the super- 
vision offered in the child health con- 
ference?” This is the basic question to 
which the authors of this publication 
have addressed themselves. In this re- 
port they deal primarily with household 
sample survey data on child health and 
child health supervision. Subsequent 
publications will present field survey 
findings on objectives and program con- 
tent of selected child health conferences, 
and assessment of the effectiveness of 
specific programs and methods. 

There have been a few similar studies 
in this country and in Great Britain 
which have helped to lay a foundation 
for reappraisal and, as many believe, re- 
organization of child health services. 
This publication adds a notable contri- 
bution. 

Deaths by age and cause are analyzed, 
as well as the incidence of accidents and 
of groups of illnesses and the resulting 
days of disability. These observations 
lead to questions as to the effectiveness 
of current practices in child health super- 
vision. 

The most difficult question of behavior 
and of behavior “problems of concern” 
is approached by means of tabulations of 
mothers’ perceptions of problem-pro- 
ducing behavior. Limitations of material 
of this type are discussed. 

A major section of the report is con- 
cerned with well-child health supervi- 
sion. It is striking that 12 per cent 
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of children under one and a half years 
old had had no health supervision visits 
in the preceding 12 months, and that im- 
munization levels were “distressingly 
low.” 

The detailed tabulations showing rela- 
tionships of income level, mothers’ edu- 
cation, and source of care, to adequacy 
of services obtained provide guide lines 
for improved organization of services. 
There is much else of value concerning 
other aspects of maternal and child 
health services. 

This report should be carefully studied 
by those responsible for child health 
supervision. The subsequent reports in 
the series will be eagerly awaited. 

M. Scumipt 


ADVANCES iN VETERINARY SCIENCE 
(VOL. 6)—Edited by C. A. Brandly and 
E. J. Jungherr. New York, N. Y.: Academic 
Press (111 Fifth Avenue), 1961. 382 pp. 
Price, $12.00. 


In this edited volume, the sixth of a 
series, Advances in Veterinary Science, 
the authors have judiciously selected sub- 
jects which emphasize the extent of the 
relationship to both chronic and acute 
disease of such factors as nutrition, age, 
climate, and weather. Each of seven 
chapters, written by experts, begins with 
its own table of contents, thus providing 
the reader with adequate guides for 
ready reference. Chapter headings re- 
flect on some unusual disease patterns 
in domestic animals. They include: 
Screwworm Research and Eradication; 
Foot and Mouth Disease and Related 
Vesicular Diseases; Anaplasmosis; Com- 
parative Pathology of Arthritis; Cocci- 
dioidomycosis; and Canine Distemper. 
A special chapter titled “The Effect of 
Nutrition on the Production of Disease 
by Bacteria, Rickettsial, and Viruses” 
presents data that demonstrate clearly 
the dynamic equilibrium which exists 
between the host and the microbe, and 
the effect on metabolism of dietary altera- 
tion. 
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The present population explosion in 
the world must surely give rise to an in- 
crease in the number and concentration 
of animals to support man. To under- 
stand more completely the epidemio- 
logical patterns of disease that will be 
observed henceforth demands a clearer 
understanding of observations that can 
be made today. Brandly and Jungherr, 
have painstakingly pointed to the need 
for greater reliance on preventive medi- 
cine, the capstone of disease control. 
Those with deep and abiding interest in 
comparative medicine and microbiology 
will find this book fascinating reading. 

James LIEBERMAN 


PIONEER MICROBIOLOGISTS OF AMERICA 
—By Paul T. Clark. Madison, Wis.: University 
of Wisconsin Press (430 Sterling Court), 1961. 
369 pp. Price, $6.00. 


To those who are second and third 
generation microbiologists in the United 
States, Dr. Clark’s book on the scientific 
contributions, as well as the trials, ad- 
ventures, and personalities of the most 
important of the first generation micro- 
biologists of this country—a number of 
whom he knew personally — should 
prove to be of interest. 

The author emphasizes the early de- 
pendence of microbiologists in this coun- 
try on their European predecessors. 

The development from ancient times 
through the era of Koch and Pasteur of 
the concept of infectious disease and the 
“germ theory” is interestingly described. 

Treatment of the growth of the science 
of microbiology follows primarily two 
lines: First, microbiological development 
is related to the development of certain 
American universities, initially along the 
eastern seaboard and later farther west 
and, second, it is related to the emer- 
gence of scientifically capable individ- 
uals, the “fathers” of American micro- 
biology. There is some confusion in this 
method, since the “fathers” tended to 
move around, but on the whole the ap- 
proach is sound. The period covered in 
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most detail is that from roughly 1840 
through 1918. There is little informa- 
tion of more recent date since, as Dr. 
Clark says “Events and persons are much 
too close for further comment.” 

In summary, this is an entertaining 
book that contains a wealth of informa- 
tion on early U. S. microbiologists and 
microbiology, particularly the former. 

A, Pierce, Jr. 


UNDERSTANDING ORGANIZATIONAL BE- 
HAVIOR—By Chris Argyris. Homewood, Ill.: 
Dorsey Press, 1960. 179 pp. Price, $6.00. 


This book is distinctive in its attempt 
to articulate a conceptual framework and 
to derive from it a number of method- 
ological guideposts for the study of or- 
ganizational behavior. A_ series of 
propositions are explicated which center 
around the kinds of adaptive reactions 
which occur when there is a lack of 
congruence between the needs of the 
“healthy” individual and the demands 
of the formal organization. After elabor- 
ating the framework and specifying the 
methodological approach, the author at- 
tempts to explain behavior within a 
specific industrial plant (Plant X). In- 
formation obtained from Plant X is con- 
verted into hypotheses to be tested in 
another plant (Plant Y) which possesses 
the same technology and is subject to 
the same corporate structure and leader- 
ship but which is experiencing a “tight- 
ening up” of managerial controls. 
Several theoretically guided hypotheses 
are tested with regard to a range of such 
significant intraorganizational variables 
as employee morale, absenteeism, feel- 
ings about piecework, the attitudes and 
behavior of foremen, and the reactions 
of employees to change. 

The author stresses the tentativeness 
of his approach and the need for further 
research. Nevertheless, despite his 
modesty and frequent qualification, his 
scope is ambitious and is bound to elicit 
some critical reactions. One might take 
exception with the validity of the From- 
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mian-type personality structure he posits 
and, even further, inquire about the 
impact “unhealthy” individuals might 
exert on an organization. While most 
researchers of organizational behavior 
would find little to disagree with the re- 
search procedures outlined, this reviewer 
felt the author exaggerates the need for 
the organizational researcher to depart 
from the traditional “neutral,” “pure,” 
and “detached” role. 

The book is clearly written and the 
author skillfully weaves relevant litera- 
ture on organizational behavior into his 
own presentation. Although the book is 
mainly intended for researchers of or- 
ganizational behavior, it should prove 
interesting to administrators and provide 
a useful and stimulating framework for 
teachers of organizational behavior. 

Sot Levine 


DIAGNOSING THE COMMUNITY: TWENTY- 
FIVE YEARS OF HEALTH AND MEDICAL 
CARE STUDIES IN ST. LOUIS, 1935-1960 
—Health and Welfare Council of Metro- 
politan St. Louis. St. Louis, Mo.: The Council 


(417 North Tenth Street). April, 196! 
(mimeo.). 247 pp. Price, $2.50. 
This mimeographed volume sum- 


marizes the health and medical care 
studies in St. Louis, Mo., during the 
period 1935-1960. The various sum- 
maries reveal considerable heterogeneity 
in depth, scope, and sponsorship, and 
certainly reflect lively interest and initia- 
tive on the part of many citizens of the 
community as well as the study partici- 
pants, both of whom are listed toward 
the end of the volume. A total of 75 
such studies are listed during the 25- 
year period. There was interest to this 
reviewer in the fact that the first study 
listed was a survey of health and hospi- 
tals done by Charles F. Wilinsky, M.D., 
and the last study listed was made as a 
result of a recommendation found in the 
American Public Health Association’s 
survey of 1957. The various titles and 
recommendations present a kaleidoscopic 
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view of the needs and concerns of people 
and institutions over a period of time 
and repeatedly show in the various 
recommendations a felt need for addi- 
tional and more refined and specialized 
studies. Studies beget studies. 

Txomas R. Hoop 


SPECIFICATIONS FOR PESTICIDES (2d 
ed.)—World Health Organization Publica- 
tion. New York, N. Y.: Columbia University 
Press (2960 Broadway), 1961. 523 pp. Price, 
$10.00. 


This edition follows the general 
format of the original publication of 
1956. A new group of chemicals, herbi- 


cides, has been introduced. Specifica- 
tions for a range of new technical 
products and formulations in the cate- 
gories of insecticides, rodenticides, and 
auxiliary chemicals have been included, 
and routine test methods, alternative to 
those required by the specifications, 
have been included as annexes. Con- 
siderable attention is given to specifica- 
tions for water-wettable powders. 

The major portions covered consist of 
insecticides, rodenticides, molluscicides, 
herbicides, auxiliary chemicals, and 
spraying and dusting apparatus. Annexes 
outline different test methods common 
to several specifications. 


BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 
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Herman M. Somers and Anne R. Somers. 
Washington, D. C.: Brookings Institution, 
1961. 576 pp. Price, $7.50. 

Dynamic Nurse-Patient RELATIONSHIP FuNc- 
TION, Process AND Principtes. Ida J. 
Orlando. New York, N. Y.: Putnam’s, 1961. 
91 pp. Price, $2.00. 

Epucators Guipe To Free Fitms (2\st ed.). 
Compiled and edited by Mary F. Hork- 
heimer and John W. Diffor. Randolph, Wis.: 
Educators Progress Service, 1961. 636 pp. 
Price, $9.00. 

Famity GrowTtH IN METROPOLITAN AMERICA. 
Charles F. Westoff; Robert G. Potter, Jr.; 
Philip C. Sagi; and Elliot G. Mishler. 
Princeton, N. J.: Princeton University Press, 
1961. 433 pp. Price, $10.00. 

Fiuorosis. The Health Aspects of Fluorine 
Compounds. Edward J. Largent. Columbus, 
Ohio: Ohio State University Press, 1961. 
140 pp. Price, $3.50. 

History or Mepicine. Early Greek, Hindu, 
and Persian Medicine. Henry E. Sigerist. 
New York, N. Y.: Oxford University Press, 
1961. 352 pp. Price, $11.00. 

How You Can Conquer Lonewiness. A 
Modern Guide to Affirmative Living. A. 
Kosten. New York, N. Y.: Twayne Pub- 
lishers, 1961. 176 pp. Price, $3.50. 


| 

| 

| 

| | | 


Massace Tecunigues. A Case Method Ap- 


proach. Frances M. Tappan. New York, 
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Toxicotocy. Mechanism and _ Analytical 
Methods. Vol. II. Edited by C. P. Stewart 
and A. Stolman. New York, N. Y.: Aca- 
demic, 1961. 921 pp. Price, $25.00. 
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A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Now Producing—tThe first of five 
demonstrational desalination plants has 
gone “on stream” at Freeport, Tex. 
Fresh water to the tune of a million 
gallons a day is being supplied to a town 
Cost is less than a 
(Excellent 


and two industries. 
dollar per thousand gallons. 
picture.) 

Anon. Desalination: By Congressional Act. 
Water Works Eng. 114,71:613 (July), 1961. 
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All Too Young—You are probably 
fairly familiar with the chief causes of 
untimely deaths among youths and the 
middle-aged, but you will still find much 
of interest in the breakdown of death 
causes in the age groups 1-24, 25-44, and 
45-65. (The evident assumption that 
deaths after age 65 are not premature 
will affront a lot of our youngsters now 
in their 70’s.) You are aware, of course, 
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that in all three age groups the untimely 
deaths are more numerous among males 
than females, but the sex differentials 
vary quite remarkably even in these age 
groups. 

Anon. The Causes of Premature Death. 
Statist. Bull. Metrop. Life Insur. Co. 42,5:9 
(May), 1961. 


Attacking a Growing Hazard— 
New York’s medical and dental x-ray 
equipment constitutes by far the greater 
part of the city’s man-made radiation 
hazard. A control unit was organized in 
the health department to reduce the 
danger. It has succeeded significantly 
and is now embarked upon the attack of 
lesser hazards. The program is outlined 
in instructive detail. 

Baumcartner, L., and Bratz H. Control 
of Common Radiation Hazards in New York. 


Pub. Health Rep. 76,7:583 (July), 1961. 


On the Other Hand—Almost half 
the paralytic poliomyelitis cases reported 
in Massachusetts during 1959 had re- 
ceived three or more injections of in- 
activated vaccine. (Nearly all cases 
were attributed to Type 3 poliovirus.) 
You owe it to yourself to read this 
report which discusses possible reasons 
for the large numbers of seeming vac- 
cine failures. 

Berxovicn, S., et al. Paralytic Poliomyeli- 


tis in Massachusetts. New England J. Med. 
264,26:1323 (June 29), 1961. 


Lest We Forget—Two outbreaks of 
human tuberculosis among users of raw 
milk from tuberculin-tested herds (in 
England) may well remind us how much 
we owe to general pasteurization which 
an earlier generation of health people 
struggled so manfully to put over against 
a determined opposition. It would be 
difficult for the youngster of today to 
comprehend the roles the “authorities” 
played among the antis. 

Biack, M. J., and Soutnertanp, I. B. Two 
Incidents of Tuberculosis Infection by Milk 
from Attested Herds. Brit. M. J. 5241:1732 
(June 17), 1961. 
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It’s More Than a Jab!—Appeals 
for protection created by threats of epi- 
demics should never be handled by try- 
ing to get a quart of people into a pint- 
size clinic, says this (British) com- 
mentator on a “recent event”; instead a 
sufficiency of extra clinics should be set 
up to handle the major part of the horde 
of scared parents who have neglected 
their duty to the children in the past. 
Also an open-clinic staff should have the 
right to determine when the load be- 
comes too heavy for effective service. The 
author gives good reasons for this advice. 

Bousrietp, G. Panic Immunization. Brit. 


M. J. 5243:43 (July 1), 1961. 


Differing Epidemiologic Patterns 
—In two city outbreaks of Type 1 polio- 
myelitis most cases occurred among 
Negroes and poor whites, with the inci- 
dence highest among children under age 
5. (In earlier epidemics rates were high- 
est in the 5-9 age group.) Salk-type vac- 
cines proved highly protective and prob- 
ably limited the spread in both cities. A 
San Francisco meeting paper. 

Cun, T. D. Y., and Marine, W. M. The 
Changing Pattern of Poliomyelitis Observed in 


Two Urban Epidemics. Pub. Health Rep. 
76,7:553 (July), 1961. 


Crack-Pot Votes (Canadian Va- 
riety )—TIn Alberta 14 communities have 
held plebiscites on fluoridation. In over 
half the majority of voters were in favor, 
but the necessary two-thirds vote re- 
quired by law could not be obtained. 
(The high two-out-of-three ratio was 
achieved in six instances, however.) 
Community blanketing “scare-sheet” dis- 
tribution at the last minute seemed to 
change the promised pro-votes to antis. 

Criarke, G., and Castaupr, C. R. Fluorine, 


Fluorides and Fluoridation in Alberta. Canad. 
J. Pub. Health 52,7:290 (July), 1961. 


Reasons for Neglect—Despite all 
our vaunted successes in prenatal care, 
this survey of recently delivered mothers 
(of a city with outstanding medical 
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services) revealed that about a third did 
not receive even minimal prenatal super- 
vision and about two-thirds received no 
dental care durin; pregnancy. Reasons 
for these lacks of even elementary service 
were mostly a matter of deficient family 
income and educational status. 
Donasepian, A., and Rosenretp, L. S. 


Some Factors Influencing Prenatal Care. New 
England J. Med. 265,1:1 (July 6), 1961. 


Multiple Approach — Described 
here is the evolution of a pilot-type sort 
of approach to a comprehensive assess- 
ment of all schocl entrants. In it the 
family doctor (one is assured by the 
British Nationa! Health Service), the 
school physician, the head teacher, and 
the parents (through the medium of a 
completed questionnaire) all collaborate. 
This single and more thorough examina- 
tion is intended to be a substitute for 
the usual periodic and usually pointless 
periodic screening: It would seem to be 
of interest to all school health people. 

Dove as, J., et al. School Medical Inspec- 


tion and the Family Doctor. M. Officer 105, 
24:351 (June 16), 1961. 


Breast X-Rays—Semiannual x-rays 
of the breasts of women over age 40 will 
reveal a sufficiently large number of 
otherwise undetected early cancers to 
justify the procedure. This is a finding 
of a five-year experiment that managed 
to surmount most of the difficulties in- 
herent in such a complicated enterprise. 

Gersuon-Conen, J., et al. Detection of 


Breast Cancer by Periodic X-Ray Examina- 
tions. J.A.M.A. 176,13:1114 (July 1), 1961. 


Water Lab Note—Enteric viruses 
in potable water are not as readily killed 
by chlorine as are the enteric bacteria. 
Other disinfectants, from iodine to ultra- 
violet light, may prove effective against 
viruses but tests for their productiveness 
have not yet been established. Another 
San Francisco meeting paper. 

Kaster, P. W., et al. Viricidal Efficiency 
of Disinfectants in Water. Pub. Health Rep. 
76,7:565 (July), 1961. 
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Mental Health in Practice—This 
broad view of an enormously wide ad- 
ministrative terrain is full of provocative 
—and quotable—observations. Here is 
one: “‘a sound mind in a sound body’ 
is no longer an adequate aim. Social 
psychology is more than a fad, and the 
aim must now be ‘a sound mind in a 
sound body, a sound family and a sound 
community,’ if it is adequately to express 
present health notions.” “When these 
notions escape the ivory tower and get 
into the melee of community living, they 
cause no end of administrative trouble.” 

Lemxavu, P. Community Planning for 
Mental Health. Ment. Health 45,3:489 (July), 
1961. 


Tough Talk—Though this outstand- 
ing discussion is about the future of 
public health administration in England, 
almost all of it can be addressed with 
equal benefit to public health leaders 
hereabouts. We Americans talk about 
public health teamwork mostly in beauti- 
ful generalties: this author discusses 
teamwork in brass tack particulars—such 
as professional status, pay scales, respon- 
sibilities. We talk a bit vaguely about 
programing for the future: he counts off 
the grave and present dangers confront- 
ing the administrative standpatter. He 
reminds us that “outside the health de- 
partment are a horde of empire-builders 
ready to seize upon any tasks that we 
neglect and ready to fight for good 
salaries and conditions for members of 
their teams.” The horde he talks about 
is here just as in his England. 

MacQueen, I. A. G. The Future of Public 
Health. M. Officer 106,1:5 (July 7), 1961. 


A National Disgrace—With only a 
few outstanding and brilliant exceptions, 
health services for migrant workers are 
virtually nonexistant. To be effective, 
say these authors, health facilities must 
be geographically accessible, geared to 
living and working situations, culturally 
acceptable, and planned so as to relate 
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services in one area to those for the 
same families coming from or going to 
other locations. 

Suarer, J. K., et al. Health Needs for 
Seasonal Farm Workers and Their Families. 
Pub. Health Rep. 76,6:469 (June), 1961. 


Putting the Public in Mental 
Health—‘“A public health approach” is 
a subhead too seldom appearing in psy- 
chiatric papers about community needs. 
This proposal for a guide to community 
action gives the essence of a_ public 
mental health program and lists a few of 
the ways such a program can be trans- 
lated into likely projects—all with com- 
munity leadership involvement and back- 
ing. 

W. T., Jr. Children in Crisis. 
Ment. Health 45,3:354 (July), 1961. 


Medical Care Debated—A commit- 
tee chairman of a state medical society, 
a labor medical insurance man, and 
an industrial relations expert ably de- 
bate the matters of providing and pay- 
ing for medical care. This topic has 
been so often debated before that there 


could not be much that is new here, but 


some of the discussion is very well 
phrased and some spades are called by 
that name. The labor man asked why 
the Kaiser plan resulted in a rate of only 
a little more than half the hospital 
patient-days that occur under Blue Cross 
coverage (and less than half the surgical 
operation rate). 

Wius, W., et al. Health Care for All. 
New York State J. Med. 61,13:2265 (July 1), 
1961. 


Family Visiting — Two surveys, 
eight years apart, were made to see if 
there is a growing duplication of visits 
to needful families in Bristol (England). 
Though some increase in overlapping be- 
came evident, it was not excessive and 
the occasions when it occurred were 
understandable. One eye-opening feature 
of the study is the list of official and 
voluntary agency workers who might 
have called in the town’s households. 
There were about 50! How do our 
American communities compare in this 
wealth of health helpers? 

Wortnpen, R. C. The Changing Pattern of 
Medico-Social Service in the Home in Bristol. 
Pub. Health 75,5:304 (July), 1961. 
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When the Nurse Is Away 
“Brookline School Health Manual” 


results from a project involving the 
school system and health department of 
Brookline, Mass., and was developed by 
the joint efforts of a health study com- 
mittee made up of educational personnel 
from two elementary schools in the 
Brookline system and the director of 
child health services of the health depart- 
ment. It deals with the teacher’s re- 
sponsibility in first aid and emergency 
care and in communicable disease con- 
trol. The committee was organized in 
part “to work on high priority problems 
of their own choosing.” The over-all ob- 
jective of the project is “to determine 
methods by which School and Health 
Department personnel could be brought 
together and work together.” The study 
group's work was one phase of a larger 
project jointly sponsored by the two 
town agencies and the Harvard Graduate 
Schools of Education and Public Health. 

The group prepared a set of questions 
which were pretested by all teachers in 
the school district for about one year. 
A revised edition was then prepared, 
and this, too, was pretested. Materials 
in the published version at hand con- 
stitute a third edition. 

The manual should be most helpful to 
the teacher in meeting situations which 
arise when the school nurse is not on the 
premises, and thus may reduce some of 
the sense of frustration that teachers feel 
when faced with accidents, emergencies, 
and disease conditions. Because it iden- 
tifies the limits of the teacher’s responsi- 
bility and should help her handle well 
those problems that properly fall within 
her jurisdiction, the manual may assuage 
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the wish of some school administrators 
that there be a nurse in attendance when- 
ever school is in session. 

The manual is in two parts, one deal- 
ing with common emergencies, the other 
with infectious diseases. The latter has 
seven sections, among which are Symp- 
toms and Signs, Respiratory Diseases, 
Other Specific Diseases, Cycle of Infec- 
tious Diseases, and Agents of Disease. 
The clear way in which this material is 
presented lends credence to the belief 
expressed by the superintendent of 
schools and the health officer that the 
manual “will be . . . valuable to educa- 
tional personnel elsewhere.” They are, 
respectively, Ernest R. Caverly and Leon 
J. Taubenhaus, M.D., M.P.H. The 
manual is available from the office of the 
latter in limited supply. 


Public Motivation in TB Survey 


The 35-page monograph “Personal Re- 
sponse and Social Organization in a 
Health Campaign” is a_thought-pro- 
voking evaluation of a mass x-ray tuber- 
culosis case-finding survey carried out 
in 1955-1956 by the New York City De- 
partment of Health in the Morrisania 
and Mott Haven Health Districts of the 
South Bronx. Authors are Dr. Charles 
A. Metzner and Dr. Gerald Gurin of the 
Bureau of Public Health Economics, Uni- 
versity of Michigan School of Public 
Health, Ann Arbor. Published in 1960, 
it is No. 9 in the bureau’s Research 
Series. 

The evaluation raises some funda- 
mental questions. One of these is con- 
cerned with the applicability of the 
“community organization” approach to 
activities within the bounds of an ad- 
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ministrative segment of a metropolitan 
area. The authors consider the nature 
and effects of communication and co- 
hesion (or their lack) within such a seg- 
ment and discuss the notions of “unor- 
ganized communication” and “unmo- 
tivated behavior” as they emerge from 
the study’s findings. 

While the study deals with a specific 
survey made under a special set of con- 
ditions, it raises important issues regard- 
ing other types of organized health work 
performed in other circumstances. Its 
substance is worth careful study. Price 
not indicated. 


Fluoridation Examined in Ontario 


The committee of “Report of the Com- 
mittee Appointed to Inquire Into and Re- 
port Upon the Fluoridation of Municipal 
Water Supplies,” Province of Ontario, 
1961, was made up of a justice of the 
Supreme Court of Ontario, the president 
of a university in the province, and a 
woman prominent in civic affairs. They 
sought scientific counsel early in their 
investigations, read widely in the litera- 
ture themselves, and, it appears, left 
little to chance in obtaining a clear ap- 
preciation of the issues. In their search 
for the facts they even authorized pay- 
ment of the expenses of two well known 
antifluoridationists from the United 
States who gave evidence and cross- 
examined witnesses at the public hear- 
ings the committee conducted for two 
weeks in May, 1960. The report of this 
public-viewpointed group is excellent, 
leaving one with the reassuring impres- 
sion that the field of debate has indeed 
been covered and that the exposition of 
fact and opinion is well balanced. 

Following some 100 pages of docu- 
mentation on dental health’ other 
aspects of fluoridation is a 14-page sec- 
tion on Civil Rights. Scholarly (at the 
same time very readable) and devoid 
of emotional overtones, this section 
should prove helpful in convincing au- 
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thorities and citizenries that fluoridation 
of water supplies is not a threat to the 
preservation of civil liberties. It might 
possibly even win over some of the anti- 
fluoridationists. (One of the appendixes, 
by the way, is a brief discussion of 
“Civil Rights and Fluoridation in the 
United States.”) 

For information on availability of re- 
port write Donald R. Richmond, Ontario 
Department of Economics, Toronto, who 
acted as secretary to the committee dur- 
ing its existence. 


Public Health Business Management 


One of the related organizations that 
meets yearly in conjunction with the 
APHA is the Association of Business 
Management in Public Health, ABMPH 
now presents in one 65-page (multilith) 
volume the proceedings of its annual 
meetings in 1959, at Atlantic City and 
in 1960, at San Francisco. 

Among the seven papers printed in 
full are “The Future of Public Health 
Administration: Some Handwriting on 
the Wall,” by Elton D. Woolpert, assist- 
ant to the Surgeon General of the Public 
Health Service; “Administration: Old 
Hat,” by H. L. Blum, M.D., health 
officer, Contra Costa County, Calif.; 
“New York State: A Case for Do-It- 
Yourself Reorganization,” by Herman E. 
Hilleboe, M.D., commissioner, New York 
State Department of Health. 

Also contains a cumulative index of 
all presentations made before ABMPH 
from 1953 through 1960. Information 
on availability from ABMPH president, 
Clemens W. Gaines, 301 West Preston 
St., Baltimore 1, Md. 


Worth Looking Into: Housing 


The Douglas Fir Plywood Association 
(1119 A Street, Tacoma 2, Wash.) has 
published an 80-page, presumably gratis, 
“Builder’s Guide to the Retirement Home 


Market.” In addition to material on 
financing and merchandising it has sec- 
tions on what retirement buyers want 
in the house itself and in neighborhood 
and community facilities. It also de- 
scribes the “House of Freedom,” a show 
house said to sum up “the best in re- 
tirement housing design and construc- 
tion.” The section, “Background,” gives 
the names of governors’ delegates to the 
White House Conference on the Aging 
as “good sources of supporting informa- 
tion on housing at the community level,” 
and offers, finally, a bibliography on 
“Design of Retirement Housing and De- 
velopment Planning.” This includes 
writings of C.-E. A. Winslow, the APHA 
Committee on the Hygiene of Housing’s 
“Housing an Aging Population,” works 
of the Public Health Service and official 
groups in Massachusetts, New York, and 
Connecticut, and publications of various 
voluntary and professional organizations. 


In 1958, the New York State Division 
of Housing published “Housing Codes— 
The Key to Housing Conservation.” This 
contained a recommended “Minimum 
Housing Standards Ordinance” and a re- 
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port on a study of the role of state and 
local governments in housing code en- 
forcement. The agency reports that it 
received requests for copies of this pub- 
lication from all the other 49 states, and 
the ordinance is said to have been 
adopted in many localities. 

The division has in the interim sur- 
veyed housing and building regulations 
in 201 cities, towns, and villages of the 
state. The survey shows that smaller 
communities are “as much affected by 
blight and decay as the larger urban 
centers.” 

Now comes an extensive revision, in 
three volumes, of the 1958 publication, 
which includes a report on the recent 
survey: Volume 1, Background of Code 
Enforcement (81 pp.) ; Volume 2, Model 
Housing Code Applicable to One- and 
Two-Family Dwellings, Multiple Dwell- 
ings, Mobile Homes and Mobile Home 
Courts (59 pp.); and Volume 3, Ad- 
ministrative Guide (42 pp.). Sets are 
available, free, in limited supply from 
the Bureau of Urban Renewal and Com- 
munity Services, State Division of 
Housing, 270 Broadway, New York 7, 
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Environmental Health Congress: 1961 


The Second National Congress on 
Environmental Health took place in Ann 
Arbor, June 6-8, under the aegis of the 
University of Michigan School of Public 
Health, the National Sanitation Founda- 
tion, and the APHA through its Program 
Area Committee on Environmental 
Health. Its stated purpose—‘to explore 
environmental resources and their value 
and usefulness for man in terms of 
needs for industry, government and con- 
servation—in keeping with health, social 
and economic trends; to consider princi- 
ples and methods of practice which will 
encourage a maximum development of 
our environmental resources for society.” 
Some 200 invited delegates from official 
health agencies, professional societies, 
industry, and related groups partici- 
pated. Henry F. Vaughan, Dr. P.H., 
retired dean of the School of Public 
Health, chaired the congress. 

The opening day was devoted to 
papers on “scientific and factual back- 
ground for man in relation to environ- 
ment,” the first of which was entitled 
“Man Versus Environment,” and _ pre- 
sented by Dr. Rene Dubos of the Rocke- 
feller Institute. In elaboration of the 
theme Thomas Francis, M.D., professor 
of epidemiology, University of Michigan 
School of Public Health, presented “Bio- 
logical Aspects of Environment.” Robert 
A. Kehoe, M.D., director, Kettering Insti- 
tute, University of Cincinnati, discussed 
chemical aspects; Abel Wolman, Dr. 
Eng., professor of sanitary engineering, 
Johns Hopkins School of Public Health, 
treated of physical aspects; and Joseph 
J. Spengler, Ph.D., professor of eco- 
nomics, Duke University, spoke on social 
and economic factors. 

Dr. Dubos emphasized “the fact that 
the science of public health cannot be 
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dissociated from social science or from 
consideration of human behavior,” and 
stated “a few personal views which bear 
on topics that deserve more objective 
evaluation.” 

A large part of the improvement in 
health during the past century can be 
traced to the increase in the standard of 
living, he said, but “I see reasons to fear 
that the trend will not necessarily con- 
tinue. It is likely, indeed, that further 
advances in prosperity will create a new 
pattern of disease. On the one hand, the 
fact that technological innovations in- 
volve unpredictable threats to health will 
create unavoidable incompatibilities be- 
tween social growth and the safeguard of 
health. In consequence, our philosophy 
of existence will impose limitations on 
the philosophy of public health. Further- 
more, the intense stimuli and the inter- 
ference with biological cycles associated 
with life in modern urbanized society 
will probably generate pathological con- 
sequences which will not be prevented 
because difficult to recognize ... . 

“Our society will . . . have to face the 
fact that, because excessive concern with 
safety is often incompatible with eco- 
nomic growth, excessive regulation might 
result in social stagnation—and a society 
that does not continue to grow through 
adventure and _ willingness to take 
chances is not likely to survive long in 
the moderi world. With regard to health 
as in all other fields, society must be 
willing to take the educated and calcu- 
lated risks inherent in technological 
civilization. Today as in the past, will- 
ingness to take risks is a condition of 
biological success.” 

At the evening session the Honorable 
John E. Fogarty, Congressman from 
Rhode Island, presented the viewpoint 
of the man on the street with regard to 
the proper control of the environment 


1475 


| 


not only to protect man’s health but also 
to foster the fullest type of life. He 
also predicted the development of a na- 
tional environmental health institute 
similar to the categorical groups in the 
National Institutes of Health. 

The second day was given over to the 
“needs for industry . . . for conservation 
... for health.” Leading off on industrial 
needs was Walker L. Cisler, Dr. Eng., 
president, Detroit Edison Company. 
Charles Glen King, Ph.D., president, 
Nutrition Foundation, and _president- 
elect of the APHA, discussed the needs 
for food industries. Needs for health 
were discussed by Herman E. Hilleboe, 
M.D., commissioner of health for New 
York State, and by John D. Porterfield, 
M.D., Deputy Surgeon-General, Public 
Health Service, and chairman of the 
Executive Board of the APHA, whose 
topic was “The Federal Government.” 
Dr. Hilleboe pointed out that “The state 
health officer looks upon environmental 
health as one of his major problem 
areas. Everything he tries to do to pre- 
vent disease and disability sooner or 
later involves the environment. Where 
people live, work, and play—the air they 
breathe, the food they eat, the water 
they drink—all this is the environment. 
It encompasses every human activity day 
and night. We take our surroundings 
for granted yet we should not forget 
them for even one minute in our plan- 
ning for a better life.” Dr. Porterfield 
described many federal activities relating 
to environmental health, several of 
which are programs conducted by agen- 
cies other than the Public Health Service. 
He suggested the desirability of organ- 
izing a federal council on chemicals to 
study the many perplexing problems 
that have arisen and will arise in our 
rapidly expanding use of chemicals in 
all phases of life. 

Following papers and discussions of 
the final day’s topic, “Methodology”, the 
congress adopted resolutions, among 
them one to the effect that official health 


agencies are especially suited by reason 
of their legal responsibilities, their pro- 
grams, and their experienced staffs to 
be the organizational focus within gov- 
ernments for the control of environ- 
mental health, and another calling on 
related groups to encourage recruitment 
and training of competent professional 
personnel. 

It is expected that proceedings of the 
congress will be published. 


New MCH Programs in the West 


Three areas in the West have recently 
embarked on the use of obstetrical as- 
sistants or nurse-midwives to augment 
the maternity services available. Two 
of them, Madera County, Calif., and the 
Territory of Guam, will have obstetrical 
assistants delivering the mothers in hos- 
pital as well as functioning during the 
pre- and postnatal periods. The third 
service, in Pinal County, Ariz., will con- 
sist of supervision and education of the 
licensed midwives in the community, 
which has a considerable number of sea- 
sonal agricultural workers. Additional 
information from the Bureau of Maternal 
and Child Health, California State De- 
partment of Public Health, Berkeley; 
Health Division, Department of Medical 
Services, Agana, Guam; and Director of 
Maternal and Child Health, Arizona 
State Department of Health, Phoenix. 


In January, 1961, a longitudinal proj- 
ect was initiated in a selected child 
health conference setting on the Island 
of Oahu. The objectives are to deter- 
mine the actual incidence of disease of 
the ear, nose, and throat in children 0-5 
years; to establish the incidence of hear- 
ing loss in preschool children and the 
relationship, if any, to preexisting di- 
sease of the ear, nose, and throat. The 
study, which should provide leads for a 
program of primary prevention, is part 
of a larger project in which children 
whose hearing already has become im- 
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paired are treated. Further information 
from Hawaii State Department of Health, 
Maternal and Child Health Services 
Branch, Honolulu. 


Imperial County, California’s child 
health conference program has for the 
past year been providing medical care in 
addition to health supervision for chil- 
dren up to the age of five years from 
medically indigent families, newborns 
from the county hospital, Aid to Needy 
Children recipients, pediatric inpatients 
of the tuberculosis sanatorium, and 
Juvenile Hall detainees. The staffs of the 
county hospital, the welfare department, 
the tuberculosis sanatorium, the Imperial 
County Health Department, the proba- 
tion office, and the Imperial County 
Medical Society have specific working 
relationships for this purpose. Services 
to families are integrated by frequent 
conferences between the agencies in- 
volved. 

Fourteen conferences are held monthly 
in ten different population centers. The 
infant or child needing hospitalization 
is referred to the county hospital where 
the same pediatrician who saw the pa- 
tient in the child health conference pro- 
vides the needed care. Necessary labora- 
tory services are provided by either the 
county health department or the county 
hospital laboratories. The maternal and 
child health director of the county health 
department conducts one weekly clinic 
at the juvenile detention home and 
another to which children are referred 
by the county welfare department. The 
director also makes weekly rounds on 
the pediatric wards of the county hospi- 
tal and conducts an outpatient clinic 
there, referring many of the patients to 
the conferences which he conducts 
throughout the county. 

Tuberculin testing of children has also 
been instituted at the conferences. There, 
too, all women identified as pregnant 
are referred to the county hospital pre- 
natal clinic. Newborn babies at the 
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county hospital are given appointments 
for six-week checkups at the child 
health conferences on discharge from the 
hospital. As the “Family Health Bulle- 
tin” (March, 1961) of the California 
State Department of Public Health puts 
it, “The welding of welfare, probation, 
tuberculosis sanatorium, county hospital, 
and health department services for the 
medical care of children in Imperial 
County has inevitably resulted in the 
provision of a greatly expanded and, at 
the same time, more efficient provision 
of medical care.” 

Information on the above programs 
was supplied by the Children’s Bureau, 
DHEW Regional Office IX, San Fran- 
cisco, of which Edith P. Sappington, 
M.D., is Regional Medical Director. 


Viral and Other Threats in Water 


A conference on “Public Health Haz- 
ards of Microbial Pollution of Water” 
took place at Rutgers University, New 
Brunswick, N. J., June 19-21. Subject 
matter was considered under the head- 
ings: Public Health Problems; Indica- 
tor Organisms and Their Significance; 
and Disinfection — Theory, Objectives, 
and Accomplishments. Respectively pre- 
siding at sessions on these topics were: 
Francis B. Elder, engineering associate 
of the APHA; H. Heukelekian, Ph.D., 
chairman, Department of Sanitation, 
Rutgers University, and Dr. Clair N. 
Sawyer, director of research for Metcalf 
and Eddy, consulting engineers, Boston. 

Conferees agreed on several points: 
The coliform count is still the most 
practicable method of testing the degree 
of pollution of water; the viruses in 
water give promise of superseding the 
bacteria as an important problem; at 
present no simple method for deter- 
mining the presence of viruses in water 
is available, a situation which research- 
ers should be encouraged to correct. 

Proceedings of the conference will 
be published; information from Dr. 
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Heukelekian. The conference was sup- 
ported in part by a grant from the 
Public Health Service. 


Home Care as a Blue Cross Benefit 


Twenty months ago Michigan Blue 
Cross initiated a pilot program to de- 
termine whether by offering home care 
in its benefit structure hospital stay 
might be reduced for certain patients, 
and recovery might be faster in home 
surroundings. Cooperating were four 
Detroit hospitals and the Detroit Visit- 
ing Nurse Association, which has a 
home care program. 

Within the first 11 months of the pro- 
gram, 416 Blue Cross beneficiaries re- 
ceived home care services, their attend- 
ing physicians estimating that some 19 
days of hospital care per patient were 
avoided. Compared to the .per diem 
average hospital cost of $35, the cost 
per patient-day of home care in this 
program averaged about $3.75. (Blue 
Cross pays the cost of visits by VNA 
nurses, physical therapists, and social 
workers, of drugs and dressings, and 
half the cost of VNA home aide service. ) 

Approximately 2 per cent of the Blue 
Cross cases in the four hospitals during 
the period were viewed by attending 
physicians as qualifying medically for 
home care. Of these 24 per cent were 
less than 45 years old, 39 per cent were 
between 45 and 65 years of age, and 
37 per cent were over 65. Patients with 
cancer, heart and circulatory diseases, 
diabetes, and fractures were found to 
be those most often referred to home 
care. 

Michigan Blue Cross will continue the 
program through 1961. 


Health Criteria: Licensing Drivers 


The Third Workshop on Traffic Safety 
sponsored by the Public Health Service 
brought together the state health officers 
of seven states and the state motor vehi- 
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cle administrators of ten states, from 
June 13 to 15, 1961, in Washington, D. C. 

The first workshop in 1958 was in 
response to a need expressed by state 
motor vehicle administrators for medi- 
cal consultation on driver-licensing prob- 
lems. Such medical guidance, appar- 
ently, is not easily found. According to 
a recent survey by the American Asso- 
ciation of Motor Vehicle Administrators 
(AAMVA), in many states decisions 
which call for medical consultation are 
made without it. 

Among the questions which have con- 
tinued to be of interest in the series of 
workshops (second, 1960) are: How 
can public health agencies assist in im- 
proving and standardizing physical cri- 
teria for licensing such a vision? How 
can they help evaluate special risk 
drivers such as epileptics, diabetics, and 
the partially disabled? Should drivers 
with any of these conditions be reported ? 
What should be done about mental pa- 
tients’ driving? What can be done to 
control drinking and alcoholic drivers? 

According to the conferees, solutions 
to some of these problems may come 
through the setting up of medical-review 
boards and the exchanging of records 
on motor vehicle deaths. Seen as one 
way of handling the special problems 
of juvenile and aged drivers is the grant- 
ing of special licenses restrictive as to 
area, route, and time of day when driv- 
ing is permitted. The need for more 
research was stressed. 

The participants recommended that 
the PHS and the AAMVA sponsor simi- 
lar meetings on a regional basis, as 
the interest of the national organizations 
of both groups of officials had been 
stimulated and cooperative action in a 
number of the states which participated 
could be expected. 


27th New England Health Institute 


With Waterville, Me. (June 11-14) 
as the setting, the 27th New England 
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Health Institute (NEHI) sailed out on 
“A Forward Course in Health and Wel- 
fare . . . Anchors Away!”; the theme 
suggesting that agencies concerned with 
the health and welfare of the eommu- 
nity must work together to advance the 
public’s interests and that this is not 
unlike weighing anchors before a ship 
can proceed. 

The program consisted in the mvin 
of three general sessions and the scien- 
tific meetings of four sections—family 
care, chronic disease, environmental 
health, and laboratory services. Speakers 
at general sessions were Keynoter Ken- 
neth R. Pohlmann, health commissioner, 
Medical, Health and Hospital Services, 
United Mine Workers of America Wel- 
fare and Retirement Fund, Washington, 
D. C.; W. Fred Mayes, M.D., chief, 
Health Administration Branch, Division 
of Community Services, Public Health 
Service, who discussed public health and 
medical implications; Raymond W. 
Houston, commissioner, New York State 
Department of Social Welfare, whose 
topic was rehabilitative implications; 
and lago Galdston, M.D., executive sec- 
retary, New York Academy of Medi- 
cine, speaking of the crisis in health 
education. 

At a special meeting for State and 
Local Health Councils, New England 
Region, Joseph E. Cannon, M.D., 
M.P.H., new director, Rhode Island 
State Department of Health, spoke on 
“A Consultation on Community Health 
Planning.” Dr. Cannon pointed out 
that planning usually begins with the 
recognition of some social problem and 
described what planning might entail. 
“Experts are called upon to discuss the 
question, but as participants in the 
planning rather than as arbiters or 
determiners of the plans. The original 
planning group sets about getting more 
and more complete representation from 
among the affected population. Public 
concern about the problem is aroused, 
and the individuals and organizations 
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working as a planning group use every 
avenue they can to develop public un- 
derstanding of the issue.” 

The people then discover that the re- 
sponsibility for the solution of the prob- 
lem is their own, he said, and they 
learn the possible ways of solving it, 
which studies have brought to light. 
“The solution may involve additional 
taxation. It may involve setting up 
standards. It may involve the coordi- 
nation of governmental and nongovern- 
mental services. Whatever it involves, 
the solution is left to the citizenry with 
whom it belongs.” 

He then recalled certain guiding prin- 
ciples of dynamic planning for health 
services, putting them in question and 
answer form. The questions: How does 
one start planning groups? What kind 
of groups fits into planning processes? 
What kind of planning is needed? Who 
can help with the work? How about 
publicity, education, interpretation? 
What are the common handicaps and 
hindrances to citizens’ planning? What 
should the organization accomplish? 
How long should the organization func- 
tion? His suggested answers to these 
questions were “relatively simple prin- 
ciples,” he said, but “their execution is 
remarkably difficult.” 

Commissioner of the host agency, State 
of Maine Department of Health and 
Welfare, is Dean H. Fisher, M.D. 


Restoration of the Injured Worker 


In its first full year of operation, 
1960, the Rehabilitation Program, New 
York State Workmen’s Compensation 
Board, placed 26 per cent of the serious 
cases reported—4,102 workers—under 
“planned rehabilitation.” New York 
State’s attempt is to “promote and en- 
courage rehabilitation of the injured 
worker, with the aim of restoring him 
to maximum employability,” Colonel 
Solomon E. Senior, board chairman, 
told the delegates to the 65th annual 
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convention of the Allied Printing Trades 
Council of New York State. 

In a review of the highlights of 50 
years of workmen’s compensation in 
the United States, Colonel Senior said 
that sound rehabilitative efforts, begun 
as quickly as possible and pursued 
thoroughly and sincerely, offer the best 
hope to the injured workers. “We be- 
lieve our experience is indication that 
increased attention to rehabilitation and 
restoral to employability of injured 
workers can most effectively reinvigorate 
the whole nationwide state system of 
workmen’s compensation.” He pointed 
to a number of revisions in operations 
and procedures of the state compensa- 
tion board that had benefitted the worker, 
including the elimination of unneces- 
sary litigation from which the worker 
derives no benefit. 

Last year 609,000 industrial accidents 
were reported to the board. This is a 
drop off of 29.3 per cent from the peak 
year of 1951, and is the lowest figure 
since 1940. But since 1950, covered 
employment has increased from approxi- 
mately 3,600,000 to 5,300,000 at present. 


In Brief... . 
The Bay Area Air Pollution Control 


District, San Francisco, which estab- 
lished a technical library in 1956, has 
a Library Index of 16,850 reference 
cards on more than 8,000 technical re- 
ports and other publications, cross-in- 
dexed for rapid search and retrieval. 
This index has recently been purchased 
by the Taft Sanitary Engineering Center, 
Public Health Service, Cincinnati, and 
by the New York State Air Pollution 
Control Board, Albany, thus augment- 
ing the resources of comprehensive air 
pollution literature in three widely sepa- 
rated centers of the United States. Twice 
a year the BAAPCD is to furnish addi- 
tional reference cards on up-to-date ma- 
terials to the other two libraries. Fur- 
ther information from Benjamin Linsky, 


Air Pollution Control Officer, BAAPCD, 
1480 Mission Street, San Francisco 3, 
Calif. 


Rutgers University, New Brunswick, 
N. J., is to establish a School of the 
Basic Medical Sciences. Rutgers plans 
that the new school will become an in- 
tegral part of a new science campus, 
already well along in its development. 
It is believed that the school can be 
ready to open in September, 1963, with 
a first class of 50 students. The school 
would encompass the first two years of 
the medical curriculum, with a view 
toward transfering students to four-year 
medical schools for their junior and 
senior classes. An estimated 1,000 open- 
ings occur annually in both the third- 
and-fourth-year classes of the nation’s 
medical schools. The W. K. Kellogg 
Foundation which since early 1960 has 
aided the establishment or expansion of 
three other such schools—at the Univer- 
sities of Connecticut and New Mexico, 
and Dartmouth College—has made a 
grant of more than one million dollars 
to Rutgers for help in planning the 
unit, for adding medical faculty and 
for consultation and equipment purposes. 


The General Services Administration 
is taking action to improve federally 
purchased motor vehicles—all 1962 and 
subsequent models—in two important 
ways: requiring seatbelt anchors for 
passenger safety and positive crankcase 
ventilation systems, known as “blowby” 
devices, to reduce the vehicle’s contri- 
bution to community air pollution. The 
GSA currently purchases about 7,000 
new motor vehicles each year. Blowby 
emissions are, for the most part, hydro- 
carbons from unburned gasoline which 
blow by the piston rings and are vented 
into the atmosphere where they contri- 
bute to the community air pollution 
problem. Under the influence of sun- 
light these emissions are among those 
which produce photochemical smog 
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which causes eye, nose, and throat irri- 
tation and may be potentially hazardous 
to human health. 


The Microbiology Laboratories of the 
Communicable Disease Center, Public 
Health Service, will offer a course on 
“Laboratory Methods in the Diagnosis 
of Tuberculosis” twice in early 1962, 
January 15-26 and January 29-February 
9. All grades of employed laboratory 
personnel who are approved by their 
state health officers, laboratory directors, 
and senior laboratory staff members may 
apply. No tuition or laboratory fees 
are charged. Applications should be 
made well in advance to Laboratory 
Branch, CDC, Atlanta, Ga. 

An earlier offering at CDC is a course 
in Applied Epidemiology, October 30- 
November 3, 1961, designed primarily 
for physicians who serve as investigators 
of disease outbreaks or have administra- 
tive responsibility for such investiga- 
tions. It is a refresher course for the ex- 
perienced and an introductory course 
for those new to public health. Ap- 
plications from: Chief, Training Branch, 


CDC, Atlanta, Ga. 


The New York State Department of 
Health has begun to implement provi- 
sions of the State Sanitary Code relat- 
ing to the use of x-ray equipment by 
chiropractors. Action follows the termi- 
nation by Judge Albert Conway, former 
chief judge, New York State Court of 
Appeals, of a stipulation of a suit be- 
tween the New York State Chiropractic 
Association and the State Health De- 
partment concerning the enforcement of 
pertinent provisions of the sanitary code. 
This states that “No person shall apply 
radiation to a human being unless such 
person is licensed or otherwise author- 
ized to practice medicine, dentistry, 
podiatary or osteopathy under the pro- 
visions of the Education Law of the 
State of New York. ...” The regulation 
was to take effect on July 1, 1958. How- 
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ever, the Chiropractic Association insti- 
tuted suit in June, 1958, against Dr. 
Herman Hilleboe as state health com- 
missioner. It was stipulated by counsel 
for both parties that the regulation 
would not be enforced against the chiro- 
practors pending the outcome of the 
lawsuit. The trial began in January, 
1961, and ended in May. 

In implementing the code, the State 
Department of Health will survey the 
offices of all chiropractors using x-ray 
equipment, at the same time notifying 
them of the termination of the stipula- 
tion. Manufacturers and distributors of 
x-ray equipment and supplies will also 
be notified since the regulation restricts 
the sale, lease, transfer, or loan of x-ray 
or fluoroscopic equipment and supplies 
solely to those licensed to practice the 
healing arts in New York State. 

(For comments on plans to control 
radiation exposure in the United States, 
see Letters to the Editor, this issue.) 


PERSONALS 


Leona Baumcartner, M.D.,* health commis- 
sioner, City of New York, has received the 
Elizabeth Blackwell Award from Hobart 
and William Smith Colleges, Geneva, N. Y., 
for “outstanding service to mankind.” 

WituraM G. Beapenxorr, M.D.,¢ formerly de- 
velopment consultant and director, Heart 
Disease Epidemiology Section, Public Health 
Research, Development, and Evaluation 
Group, New York State Department of 
Health, Albany, is now director of the de- 
partment’s new Bureau of Heart Disease. 

Wattiace H. Best, Ph.D., political scientist, 
formerly with the University of Southern 
California, is now lecturer in public ad- 
ministration, Harvard School of Public 
Health, Boston. 

Watrer E. Borex, Ph.D.,* formerly research 
anthropologist, Executive Division, New 
York State Department of Health, is now 
assistant director, Institute for the Advance- 
ment of Medical Communication (33 East 
68th St.), New York City. 

Mary R.N.,t founder of the 
Frontier Nursing Service, and in retirement 
at Wendover, Ky., has received the 1961 
* Fellow. 

+ Member. 
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Mary Adelaide Nutting Award of the Na- 
tional League for Nursing for leadership 
and achievement in nursing. 

Harry W. Bruce, Jr., D.D.S., M.P.H.,* for- 
merly regional dental consultant, Public 
Health Service Region III, Charlottesville, 
Va., is now with Manpower and Education 
Branch, Division of Dental Public Health 
and Resources, PHS, Washington, D. C. 

Apau R. Davis,t formerly assistant director, 
Division of Public Health Nursing, West- 
chester County (N. Y.) Health Department, 
is now an assistant director, Department of 
Public Health Nursing, National League for 
Nursing, New York City. 

Recrinatp C. Epson, M.D., superintendent and 
medical director, Cedarcrest Chronic Disease 
Hospital, Newington, Conn., has been named 
deputy commissioner, Office of Tuberculosis 
Control, Hospital Care and Rehabilitation, 
Connecticut State Department of Health. 

Firoyp M. Fetpmann, M.D., Dr.P.H.,* for- 
merly director, Division of Research, Na- 
tional Tuberculosis Association, is now as- 
sistant professor, Department of Public 
Health, Cornell University Medical College, 
New York City. 

Beutan France, R.N.,* New York City, and 
editorial director, The American Baby, re- 
ceived an honorary doctor of letters degree 
from Hartwick College, Oneonta, N. Y., in 
June in recognition of her health educa- 
tional efforts, especially in the field of child 
care. 

Tuomas ‘E, Frotuincuam, M.D., formerly as- 
sistant professor of pediatrics, New York 
University School of Medicine, is now as- 
sistant professor of tropical public health, 
Harvard School of Public Health, Boston. 

Roy O. Grsert, M.D.,* health officer, Los 
Angeles (Calif.) County Health Department, 
has retired after 31 years of service with the 
department. He is succeeded by KENNETH 
H. Surnertanp, M.D.,* formerly assistant 
health officer of the department. 

Grace L. Hewerr, Ed.D.,* formerly public 
health educator, New York City Department 
of Health, is now specialist in juvenile de- 
linquency, U. S. Department of Health, 
Education, and Welfare, Washington, D. C. 

N. Kenney,f formerly executive sec- 
retary, Staten Island Committee, New York 
(City) TB and Health Association, is now 
director of public relations for the associa- 
tion. 

Franxuin J. Keparricx, M.P.H.,¢ formerly 
assistant director, Division ef Environmental 
Sanitation, Minnesota Department of Health, 

* Fellow. 

+ Member. 


is now public health engineer, University of 
Iowa, Iowa City, where he will also be as- 
sistant professor of hygiene and preventive 
medicine, UI College of Medicine. 

Cuartes D. Kinsey, M.P.H.,f formerly di- 
rector of health education, Chatham County 
Department of Public Health, Savannah, 
Ga., is now chief of information and edu- 
cation, Division of Dental Public Health 
and Resources, Public Health Service Region 
VIII, Denver, Colo. 

Raymonp G. McCarruy,t formerly director, 
Division of Alcoholism, Massachusetts De- 
partment of Public Health, is now director, 
Division of Alcoholism, New York State De- 
partment of Mental Hygiene, Albany. 

Joun Nett, M.D.,t is now director, Hills- 
borough County Health Department, Tampa, 
Fla. 

Georce N. Papanicocaovu, M.D., has ac- 
cepted the directorship of the Cancer In- 
stitute at Miami, Fla. to which he will 
transfer his research operations from Cornell 
University Medical College, New York City. 

Mayor Maurice G. Patron, MC, USA,* for- 
merly instructor in preventive medicine, 
Army Medical Field Services School, Brooke 
Army Medical Center, Fort Sam Houston, 
Tex., is now in the Office of the Army 
Surgeon General, Preventive Medicine Divi- 
sion, Washington, D. C. 

Cart J. Perer, M.P.H.,¢ formerly associate in 
health education, National Tuberculosis As- 
sociation, is now director of program, Toledo 
and Lucas County (Ohio) Tuberculosis As- 
sociation. 

Ann R. Powtack, formerly nursing consultant, 
San Diego (Calif.) County Department of 
Public Health, is now an assistant director, 
Department of Public Health Nursing, Na- 
tional League for Nursing, New York City. 

C. Power, M.D.,¢ formerly deputy 
chief, Division of Research Grants, National 
Institutes of Health, is now assistant di- 
rector, National Institute of Allergy and 
Infectious Diseases, Bethesda, Md. 

LieuTeENANT CoMMANDER ArTHUR L. Rocers, 
USN,t executive officer, the Medical Equip- 
ment Development Laboratory, Fort Totten, 
N. Y., has retired from the Navy after 30 
years service. He is now institutional con- 
sultant, Division of Hospital Facilities, New 
Mexico Department of Public Health, 
Santa Fe. 

Marion W. SuHeanan, R.N.,* deputy general 
director, National League for Nursing, and 
President, APHA, received an _ honorary 
doctor of laws degree in June, from Western 
Reserve University, Cleveland, Ohio, for her 
outstanding work as a nurse and teacher. 
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Winston K. Suorey, M.D., formerly associate 
dean, University of Miami School of Medi- 
cine, is now dean, University of Arkansas 
School of Medicine, Little Rock. 

Joun C. Snyper, M.D.,¢ dean, Harvard School 
of Public Health, has been named the 
school’s first Henry Pickering Walcott Pro- 
fessor of Microbiology. (Dr. Walcott was 
President of APHA in 1886.) 


Georce R. Sremnxamp, M.D., formerly chief, 

Environmental Health Division, is now 

Deputy Civil Air Surgeon, Bureau of Avia- 

tion Medicine, Federal Aviation Agency. 

Jackson Tartakow, M.D.,* formerly prin- 

cipal public health physician, is now deputy 

commissioner, Nassau County Department 

of Health, Garden City, N. Y. 

Frevertc S. Weisennemmer, Ed.D., formerly 
associate director, California Heart Associa- 
tion, is now director of field services, Na- 
tional Society for the Prevention of Blind- 
ness, New York City. 

Rosert L. Weiss, D.D.S., M.P.H.,* formerly 
chief, Program Services, Division of Dental 
Public Health and Resources, Public Health 
Service, Washington, D. C., is now regional 
dental consultant, PHS Region IX, San 
Francisco, Calif. 


= 


DEATHS 


Marjorie T. Bettows, M.S.P.H.,* chief statis- 
tician, American Heart Association, New 
York, N. Y., on July 13 (Statistics Section). 

Atsert Deutscu,t science writer, Washing- 
ton, D. C., on June 18 (Medical Care Sec- 
tion). 

Benjamin Fevpstetn, M.D.,¢ physician, New 
York, N. Y. (Unaffiliated). 


Samuet Frant, M.D., former president of the 
Medical Society of the County of New York 
and former deputy commissioner of the New 
York City Department of Health, on July 30. 

Bernarp Greenserc, M.D.,¢ former Brooklyn 
(N. Y.) borough chief, Bureau of Pre- 
ventable Diseases, New York City Depart- 
ment of Health, on June 20 (Health Officers 
Section). 

Witton L. Hatverson, M.D., D.P.H.,* pro- 
fessor emeritus, University of California, and 
past president of the American Public 
Health Association (1953) (Health Officers 
Section). 

NorMANn M.D.,* director, Bureau of 
Nutrition, New York City Department of 
Health (Food and Nutrition Section). 
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TANNeNnBAUM, M.D.,t medical inspector, 
Bureau of Child Hygiene, New York City 
Department of Health, on June 12 (Ma- 
ternal and Child Health Section). 


CONFERENCES AND DATES 


American Public Health Association. 
Ninetieth Annual Meeting, Miami 
Beach, Fla. October 15-19, 1962. 


Eighty-Ninth Annual Meeting, Detroit, 
Mich., November 13-17, 1961, and 
Related Organizations, including: 


American Association for Health, Physi- 
cal Education and Recreation 

American Association of Public Health 
Physicians 

American Association of Vital Records 
and Public Health Statistics 

American College of Preventive Medicine 

American National Council for Health 
Education of the Public, Inc. 

American Orthopsychiatric Association 

American School Health Association 
(Nov. 11 and 12) 

American Society of Professional Biolo- 
gists, Inc. 

Association of Business Management in 
Public Health 

Association of Reserve Officers of the 
U. S. Public Health Service 

Association of Schools of Public Health 
Inc. 

Association of State Maternal and Child 
Health and Crippled Children’s Di- 
rectors 

Association of State and Territorial Pub- 
lic Health Nursing Directors 

Association of State and Territorial Pub- 
lic Health Nutrition Directors (Nov. 11- 
12) 

Association of Teachers of Preventive 
Medicine (Nov. 11) 

Canadian Public Health Association, 
Medical Care Section 

Cleveland Health Museum, National Ad- 
visory Council 

Commissioned Officers Association of the 
U. S. Public Health Service 

Committee on Medical Care Teaching of 
the Association of Teachers of Pre- 
ventive Medicine 

Conference for Health Council Work 

Conference of Health Economists 

Conference of Municipal Public Health 
Engineers 

Conference of Public Health Training 

Conference of Public Health Veterinarians 

Conference of State and Provincial Public 
Health Laboratory Directors (Nov. 12) 
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Conference of State and Provincial Health 
Authorities of North America (Nov. 11) 

Conference of State Sanitary Engineers 

Conference of State and Territorial: Di- 
rectors of Public Health Education 

Group Health Association of America 

International Health, International Co- 
operation Administration 

Mental Health and Psychiatric Nurses 

Michigan Association of Public Health 
Dentists 

Michigan School Health Association (Nov. 
ll and 12) 

Military Government-Civil Affairs Public 
Health Society 

National Association of Sanitarians 

National Association of Social Workers 

National Citizens Committee for the 
World Health Organization 

National Rehabilitation Association 

National Tuberculosis Association 

Public Health Cancer Association of 
America 

Public Health Service 

Social Workers in Health and Welfare 
Programs 

Society of Public Health Educators (Nov. 
11 and 12) 

U. S. Conference of City Health Officers 


Alumni Groups: 


California Public Health Alumni Associa- 
tion, University of 

Columbia University School of Public 
Health and Administrative Medicine 
Alumni 

Delta Omega 

Harvard Public Health Alumni Associa- 
tion 

Johns Hopkins University Alumni 

Michigan Alumni, University of 

Minnesota, University of 

North Carolina School of Public Health 
Alumni, University of 

Toronto School of Hygiene Alumni, Uni- 
versity of 

Tulane University Alumni 

Yale University Alumni 


State and Regional Public Health Meet- 


ings—September, October, and No- 


vember: 


Connecticut Public Health Association. 
Les Shaw Restaurant, New Haven. No- 
vember 30. 

Florida Public Health Association. Hotel 
Robert Meyer, Jacksonville. October 
5-7. 


Maryland Public Health Association. 
Francis Scott Key Hotel, Frederick. 
October 5-7. 

Minnesota Public Health Association. 
Hotel St. Paul, St. Paul. September 

Nebraska Public Health Association. 
Hotel Lincoln, Lincoln. September 
21-22. 

New Jersey Public Health Association. 
Berkeley-Carteret Hotel, Asbury Park. 
October 24. 

Oregon Public Health Association. Cor- 
vallis. October 18-20. 

South Dakota Public Health Association. 
Marvin Hughitt Hotel, Huron. Sep- 
tember 20-22. 

Tennessee Fublic Health Association. 
Hermitage Hotel, Nashville. October 
46. 

Washington State Public Health Associa- 
tion. Benjamin Franklin Hotel, Seattle. 
October 15-17. 


Meetings of Other Organizations: 


American Academy of Pediatrics. Palmer 
House, Chicago, Ill. October 2-5. 

American Association of Medical Record 
Librarians. Benjamin Franklin Hotel, 
Philadelphia, Pa. October 9-12. 

American Cancer Society. Biltmore Hotel, 
New York, N. Y. October 23-24. 

American Dental Association. Sheraton 
Hotel, Philadelphia, Pa. October 16-19. 

American Dietetic Association. Sheraton- 
Jefferson Hotel, St. Louis, Mo. October 
24-27. 

American Hearing Society. Chicago, IIl. 
November 2-4. 

American Heart Association. Americana 
Hotel, Bal Harbour, Fla. October 20-24. 

American Hospital Association. Atlantic 
City, N. J. September 25-28. 

American Medical Association (Clinical 
Meeting). Denver, Colo. November 
27-30. 

American Nursing Home _ Association. 
Pick Carter Hotel, Cleveland, Ohio. 
October 2-6. 

American Occupational Therapy Associa- 
tion. Sheraton-Cadillac, Detroit, Mich. 
November 5-11. 

American Psychiatric Association. Mental 
Hospital Institute. Omaha, Neb. October 
16-19. 

American Public Welfare Association. 
Biennial Round Table Conference. Chi- 
cago, Ill. November 29-December 2. 

Arthritis and Rheumatism Foundation. 
New York, N. Y. October 3. 
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Association of American Medical Colleges. 
Queen Elizabeth Hotel, Montreal, 
Canada. November 8-16. 

Association of State and _ Territorial 
Health Officers. Washington, D. C. No- 
vember 8-10. 

Family Service Association of America. 
Biennial Meeting. New York, N. Y. 
November 12-15. 

Industrial Hygiene Foundation. Mellon 
Institute, Pittsburgh, Pa. October 
25-26. 

International Conference of the Inter- 
national Medical Association for the 
Study of Living Conditions and Health 
(Third). St. Vincent, Aosta Valley, 
Italy. September 29-October 1. 

International Union for the Scientific 
Study of Population. Loeb Student 
Center, New York University, New 
York, N. Y. September 11-16. 

Middle Eastern-Mediterranean Paediatric 
Congress, Second. Hacettepe, Ankara. 
September 6-9. 

Muscular Dystrophy Associations of 
America. New York, N. Y. October 10. 

National Association for Mental Health. 
Miami, Fla. November 15-18. 

National Association for Retarded Chil- 
dren. Sheraton Palace, San Francisco, 
Calif. October 11-14. 

National Council on the Aging. New York, 
N. Y. October 9-10. 

National Recreation Association. Detroit, 
Mich. October 1-6. 

National Rehabilitation Association. Whit- 
comb Hotel, San Francisco, Calif. Oc- 
tober 2-4. 

National Safety Council. Conrad Hilton 
Hotel, Chicago, Ill. October 16-20. 

National Society for Crippled Children 
and Adults. Statler-Hilton Hotel, Den- 
ver, Colo. November 17-21. 

Planned Parenthood Federation of 
America. Roosevelt Hotel, New York, 
N. Y. November 6-9. 

Society of Public Health Educators. 
Detroit, Mich. November 11-12. 


Free to WRITERS 


seeking a book publisher 
Two fact-filled, illustrated brochures 
tell how to publish your book, get 
40% royalties, national advertising, 
publicity and promotion. Free edi- 
torial appraisal. Write Dept. PHJ-1 

Exposition Press, 386 Park Ave.S.,N.Y.16 
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LaMOTTE CHEMICAL 
Chestertown, Md. 
Specialists in 
Colorimetric Testing Methods 
pH-Chlorine-Q.A.C.-etc. 
Field kits for food tests - 


test papers - reagents - 
Blood and Urine Tests 


Send for Illustrated catalog 
Dept. PH 


U.S.A. 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision ‘4 Construction, In- 
vestigations, Valuation and Rates 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection a 
mission on specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 
128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


HEDENBURG AND VENABLE 
Consulting Chemists and Engineers 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 
Disaster Investigation 
éil! Fifth Avenue, Pittsburgh 32, Pa. 


NEWING LABORATORIES, Inc. 
260 ISLIP AVE., ISLIP, N.Y. 
SERVICE IN THE SANITARY SCIENCES 
Industrial—Municipal—Private 
Water—Sewag ir 


N. Y. State Dept. of Health 
BER NE MAN, Ch.E., Director 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and kgeet Health Departments 


an 
Merit 
Examinations id Consultation 
American Public Health Association Inc. 
1790 Broadway, New York 19, N. Y. 


Save the money that 
helps save the peace. 
The money you invest in 
U.S. Savings Bonds not 
only grows to enhance 
your personal buying 
power, it also helps your 
Government keep the 
peace. Peace costs money 
these days. It’s worth it. 


How to save up the tourist fare 
and go first class 


This advertising is donated by The Advertising Council and this magazine. 


The journey of your dreams may still 
be a few years off. But if you start 
today to save for it with U.S. Savings 
Bonds, you'll have an even grander 
journey than you imagined. For 
every three dollars you put into U.S. 
Savings Bonds, you get back four at 
maturity. That means more luxurious 
accommodations, perhaps. Or a 
longer trip. Why not start saving 
today? 


Interesting Facts About 
U.S. Savings Bonds 


« You invest without risk - You now 
earn 334% interest to maturity « 
You can save automatically on the 
Payroll Savings Plan - You can buy 
Bonds at any bank - Your Bonds are 
protected against loss, fire, even theft 
« You save more than money—you 
buy shares in a stronger America. 


You save more than money with U.S. Savings Bonds ==" 
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MILK CRYOSCOPE . .. the instrument around which 


the official procedures are written, as described in latest 
Standard Methods for the Examination of Dairy Products, 
A.P.H.A., and in Laboratory Manual Milk Industry 
Foundation. The Fiske Cryoscope also meets the specifica- 
tions of the A.O.A.C. 


STOP! ADDED WATER IN MILK 


Fiske Milk Cryosco determine accurate water con- 
tent in milk and other dairy products by the freezing- 
point method. An aid to dairies and processors in 
controlling the quality of their product. Enables 
public health authorities and testing laboratories to 
process test samples rapidly and easily with minimum 
of technically trained personnel. 

Today’s Fiske Milk Cryosopes, available in labora- 
tory or portable models, offer these . . . 

NEW EXCLUSIVE FEATURES: «© SHOCK FREEZING 
DUAL STIRRING RODS ¢ BUILT-IN INTERVAL TIMER 
STAINLESS STEEL UNBREAKABLE TEMP. PROBE e 
INTEGRATED PRE-CHILL BATH. 

For complete details, specifications, and applications, 
write to: 


FISKE ASSOCIATES,INC. 


BETHEL, CONNECTICUT 
Creotors of 
Precision Electronic Devices 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print) 


(street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
(title) (organization) (city and state) (dates) 
PROFESSIONAL SOCIETY MEMBERSHIPS 


Please complete application on reverse side. 
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4 , too, has its place in a well 
balanced diet. As a pure, wholesome 
drink, it provides a bit of quick energy 
... brings you back refreshed after work 
or play. It contributes to good health 
by providing a pleasurable moment’s 
pause from the pace of a busy day. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 


Health Officers 00d and Nutrition Health 
Laboratory and Child Health............Dental Health 
Statistics Health Education _............Medical Care 
Engineering and Sanitation.............Public Health Nursing Mental Health 
Occupational Health epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 

The membership year is January through December. Members aways | during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 

Dues must be received before applications are reviewed by the Committee on Eligibility 
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Your laboratory and research needs demand the We maintain a variety of our own laboratory animals 
quality and dependability which Colorado Serum Co. under the finest conditions. 

assures its customers. Prompt service. All correspond- 
ence and inquiries answered immediately. 


The newest equipment, coupled with over 35 years of 
production experience and devotion to product quality 


serum: 
materials guarantees you can order with confidence. 
@ ultrafiltrates @ diagnostic reagents 
© @ tissue culture reagents COLORADO |:|SERUM CO. 


LABORATORIES 


Write for this FREE CATALOG NOW! 
No salesman will call. 


Laboratory and General Office PEAK OF QUALITY 
4950 YORK STREET * DENVER 16, COLORADO * MAin 3-5373 


Preserve your JOURNALS OCCUPATIONAL 
HEALTH and SAFETY 
With a Jesse Jones oe 


Volume File INFORMATION 


Specially designed or 
the American Journal of Public Health, 
this file will keep one volume, or 12 IN ENGLISH 
issues, clean, orderly and readily acces- 


sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich From ALL OVER THE 
red and green Kiver cover looks and feels WORLD 


like leather, and the 16-carat gold leaf 
it a fit com- C 
panion for your finest bindings. 
The Volume BROUGHT TO YOU BY 

in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 

foreign countries) carefully packed, for For $40 a year 
$2.50 each. Most members will find it 


3 for $7.00 oF 6 for $13.00." Satutoction For FREE SAMPLES and details 
———- P ny prompt shipment, order write to: International Labor Office 
917 Fifteenth Street, N. W. 
American Public Health Association Washington 5, D. C. 


1790 Broadway, New York 19, N. Y. 
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15.00 
jousing 


and Planners: 
ous 1. aon and Uses of the Method. 1945. 


—Director’s Manual Vol. B—Field 


Part III. of Neighborhood Environ- 
Baker’s Devonshire i 1767. Facsimile Delta 
Basic inci thful Housing. 2nd ed 
Chronic Disease Ri ili 
Guide for State and Local Teaith Agencies. 
1960 of” Communicable aan $2.50 
Control of Diseases in Man. 9th 
ed. 1960. 235 pp 


1.00 
Control of Malnutrition in Man. 1960. 140 pp... $1.50 
Diagnostic Procedures for Virus and Rickettsial $7.50 


pp. 1.50 
Special rs to members on prepaid orders only. $1.00 


Epidemio Cardiovascular 
Method Il October 1960) $1.00 
Evaluation Schedule. For use in the study and 
appraisal of community health programs ....... 
General Medical Care oo in Local Health 
Departments. 1951. 129 pp. ..........s0eee00s $1.00 
Guide to a Community MHealth Study. 1961 
Guides ior Handicapped Children: 
Cerebral. °F 108 50 
Cleft and Cleft Palate—i955. 84 50 
Hank icap) Children 1555. 50 
ae and Eye Problems—1956. 112 pp. ....... 30 


an Aging 1953. 92 pp. ..... $1.00 
n> ageless 2nd ed. 1955. 69 pp. ... $1.25 


Nutrition Practices: A Guide for Publis Health 
Administrators 


Principles for Healthful Rural Housing. Ist ed. 
$1.00 
oposed Housing Ordinance ............ in preparation 
Public Exp to I Radiation. What Pub- 
lic Health Personnel Needs to Know. 1958. 
Public Health and Hospitals in the St. Louis Area 
—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 
Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. .......... 65 
Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. ......... #4.50 
Standard Methods for the Examination of Dairy 
Products. llth ed. 1960. 480 pp. ........... $7.00 
Photographic Sediments Charts .............- $2.00 
Standard Methods for the Examination of Water 
and Wastewater. lith ed. 1960. 650 pp. ..... $10.00 


650 pp 
Special price to members of APHA, AWWA, 
and WPCF on prepaid orders only for a single 


Standards for Healthful Housing: 
Planning the Neighborhood. 1960. ............ $3.00 
Planning the Home for Occupancy. 1950. .... $2.00 
Construction and Equipment of the Home. 1951. $2.00 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp. ........ $1.00 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various T of Eating 
Bookshelf the History and Philosophy of Public 
Health. “April, 35 
Bookshelf Social Sciences and Public 
Fe on Virology. April, 1961. 8 pp. ....... 15 
of Health and Morbidity. 
961. 4 15 
Aspects of the Microbiology of Frozen 


be - Orange Juice. June, 1956. 8 pp. .10 
ym Staphylococcal Typing Phages. April 1s 
Creative Health and the opadete of Habeas Men- 

tum. February, 1956. 12 p 
Disability — Cash Benefits Gia Rehabilitation? 

Givers’ Dilemma. Editorial. October, 1954. 4 pp. Free 
a Prophet. February, 1949. 


The Local pu Department—Services and Re- 
sponsibilities. An_ official statement of the 
American Public Health Association. March, 


On the Use of Sampli 


Poultry Inspection. Offici of APHA. 

November, 1957. 12 — 
Public Health Policy on Radiological Health. 

Quo Vadis—Public Health? June, 1960. 2 pp. 10 
State Health Department—Services and Repent 

bilities. February, 1954. 20 pp. ..........-.+-- 35 
Statement on Availability and Uses of Staphy- 

lococcal Phage Typing. September, 1959. ...... 25 


Suggewed Home Accident Prevention Activities 
Health Departments. May, 1956. 8 pp. ... _.10 


bry ge Health and Welfare Services. Janu- 


Tax-Su ted Medical Care for the Needy. Octo- 


Order from the Book Service — Advance Payment Is Requested 
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a product 


We are pleased to announce the 
availability of: 


Certified * 


STANDARD METHODS AGAR 


(Plate Count Agar) 
(Tryptone Glucose Yeast Agar, U.S.P.) 


*Certified by The Microbiological Media 
Commission 


CONSOLIDATED LABORATORIES, INC. 


Chicago Heights, Illinois 


CONTROL AIR- BORNE 


INFECTION and CONTAMINATION 
use HANOVIA “LETHERAY” 


GERMICIDAL AIR STERILIZERS 


(2537A—ULTRAVIOLET) 
* * 


The lethal action of ultraviolet rays on 
bacteria, viruses, fungi and spores is 
acknowledged universally. 95% of ul- 
traviolet emitted by LETHERAY is in 
germicidal region—2537A. 

* 


LETHERAY AFFORDS PROTECTION TO 
PATIENTS, PERSONNEL AND PRODUCTS 
* 
Fixtures scientifically designed for 
modern irradiation requirements 
INDIRECT, DIRECT, FOCUSED AND PORTABLE 


FREE ENGINEERING 
ASSISTANCE AND ESTIMATES 


Germicidal Equipment Sales 
* ENGELHARD HANOVIA. INC. * 


HANOVIA LAMP DIVISION 
100 Chestnut Street * Newark 5, N.J. 


SEPTEMBER, 1961 


COMPLETE CASE 
*** FINDING SERVICE 


For more than 25 years Powers has been 
relieving TB case-finding projects of all tech- 
nical problems. Our technicians work to your 
schedule with units that can handle as many 
as 200 chest x-rays per hour. We deliver fully 
processed x-rays, with a viewer, to sponsor’s 
roentgenologist. Long experience and large 
volume make Powers X-ray Service both 
economical and efficient. 


Available in either full size roll paper method 
or 70 mm photofluorographic method. Write 
before you plan a TB case finding project. 


ECONOMICAL 
X-RAY 
PAPER 


You can have high quality radiographs at less 
than half the usual cost with Powers X-ray 
Paper. Used by leading hospitals for over 16 
years. Powers X-ray Paper is available in 
standard sheet sizes, or perforated rolls for 
use with the Powers Magazine Cassette. 
Write for complete information. 


POWERS X-RAY PRODUCTS, INC. 


Glen Cove, Long Island, N.Y. 
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Standard Methods 


For the Examination of Dairy Products 
Eleventh Edition 


The year 1960 marked the 50th Anniversary of the first edition of this essential 
manual of laboratory methods used in the examination of dairy products. For half 
a century it has been accepted as the basis for methods used by official agencies at 
the federal, state and local level. It is equally “Standard Methods” for industry in 
quality control work and serves as a text book in many university bacteriology 
courses. 

The Eleventh Edition has been completely revised and extensively reorganized. 
(See American Journal of Public Health, August, 1960, p. 1202, for details of 
changes and additions. ) 

Standard Methods for the Examination of Dairy Products, Eleventh Edition, 
is an official report of the American Public Health Association. 


Published by 


American Public Health Association, Inc. 
1790 Broadway New York 19, N. Y. 


American Public Health Association, Inc. 
1790 Broadway 
New York 19, N. Y. 


Please send to me at the address given below .......... copies of Standard Methods for 
the Examination of Dairy Products, Eleventh Edition. 
Enclosed find G..................--00+. (@ $7 per copy) 
Please bill me. ................ 
(Name) 
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| Buffered Buffered 


NONE SURPASS PANRAY 


| 


PARASAL | | PARASAL 


SODIUM CALCIUM POTASSIUM 


PANRAY’ "PANRAY’ Sodium Packets 


ti 
(Pyridoxine HCI) (Sodium Pora 


PREDNISONE 
‘PANRAY’® 


Sole Co nadian Distributors: Winley-Morris rle 


| 
for QUALITY...ECONOMY...REPUTATION 
\ / / 
- ) 
oe and literature on request 
NOY). me 266 5. DAN st., ENGLEWOOD, N. 
d Ave., Montreal 29, P.Q. 


UNIVERSITY MICROF] 
J LMS 
ED DEPT 313 N 1ST ST 


DIFCO} 


new 
RAPID DISK METHOD 


for Detection of 
PENICILLIN in MILK 


Reliable Sensitive Practical 


Direct assay method of Arret and Kirshbaum (FDA) for 


determining presence of penicillin in milk and dairy products. 


Media BACTO — ANTIBIOTIC MEDIUM I 
BACTO — SPORULATING AGAR 
Inoculum BACILLUS SUBTILIS ATCC 6633 
Standardized Spore Suspension in 
1 ml. ampuls 
Penicillinase BACTO — PENASE CONCENTRATE 


in 20 ml. and 100 ml. vials 


BACTO — PENASE DISKS 
Standardized Impregnated Disks 


Penicillin STANDARDIZED IMPREGNATED 
DISKS 
0.05 unit, 0.1 unit and other 
concentrations 


Information on request 


DIFCO LABORATORIES 


DETROIT 1 MICHIGAN USA 
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